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ABSTRACT 
  There is a growing phenomenon in a sector of the United States population where 
senior citizens and disabled persons that are deemed as homebound are becoming 
increasingly dependent on their caregivers and as a result, they are experiencing an 
evolving disconnection from their occupational identity.  The problem being considered 
is that as older adults become homebound, they begin to receive support services for 
assistance with self-care and home management.  From this, the experience of the 
homebound consumer reducing engagement in necessary tasks in the home causes a 
decline in functional abilities which then reduces engagement in portions of the 
functional tasks that they may still possess the skills to participate in safely.   
 
To address this issue, research has explored how function and restorative based training 
for caregivers can improve quality of life, health, and function, as well as reduce health 
care costs.  The Home Able program is a caregiver training program designed to promote 
occupational engagement for persons living in the community in private residences.  This 
program has been developed as an evidence-based health promotion program designed to 
  vii
increase physical and mental health of persons that are homebound.  The format of the 
program will include individual and group format training for state funded caregivers on 
the positive health impact of occupational engagement.  Then, homebound consumers 
who are participants in the Home Able program will receive a series of six weekly in-
home sessions focusing on identification of barriers that are impeding participation in 
meaningful functional activities in the home and education on compensatory strategies 
that can be implemented for the homebound consumer to achieve participation in 
meaningful occupations.  
 
 A research project has also been developed to coincide with program 
implementation to determine how participation in the Home Able Program will impact 
fear of falling, depression and self-perceived quality of life.  The design of the study with 
compare the homebound consumer’s fear of falling, depression and self-perceived quality 
of life using standardized measurement tools prior to program participation, and after 
completion of the Home Able program.  The results of this research project will help 
substantiate the positive health impact on functional mobility, mental health and 
enrollment in the Home Able program to help foster buy-in from local and national 
stakeholders.   
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CHAPTER ONE - Introduction 
 As the population of the world continues to increase, there is an aging trend in the 
demographics of the United States population.  Due to the increasing age of the baby 
boomer generation, the United States Census Bureau estimates that by the year 2030, the 
number of older persons will be greater than the number of children (“Older People 
Projected to Outnumber Children,” 2018; Ortman, Velkoff, & Hogan, 2014).  This aging 
trend in the population will directly result in an increase in the reliance on the health care 
system in that older persons utilize more health care dollars compared to their healthier 
and younger counterparts in society (de Meijer, Wouterse, Polder, & Koopmanschap, 
2013).  Specifically, increasing age correlates positively with more frequent medical 
appointments with physicians and other health care providers, a higher number of 
prescription medications for chronic conditions and an increase utilization of acute care 
and emergency room services.   
 In addition to the growth in the percent of the United States population over 65, 
this segment of the population is also experiencing an increase in the prevalence of 
chronic disease.  Chronic disease can be defined as hypertension, heart disease stroke, 
diabetes, cancer, chronic lung disease, and arthritis (Hung, Ross, Boockvar, & Siu, 2011).  
Estimates are that nearly one half of the United States population will have at least one 
chronic disease by 2025 (“The Growing Crisis of Chronic Disease in the United States,” 
2007).  Moreover, chronic disease is correlated with rising health care costs, which is a 
major component in health care spending. For example, it is estimated that 5% of 
Americans with chronic disease are responsible for 50% of health care spending (“What 
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is the Impact of Chronic Disease on Massachusetts?,” n.d.).   
 As health care stakeholders look at these aging and chronic disease trends in 
America, the impact of chronic disease on function and quality of life should be 
considered due to the relationship between function and successful aging.  That is, the 
concept of successful aging relies on avoidance of chronic conditions and maintaining 
function (Depp & Jeste, 2006; Hung et al., 2011).  More specifically, generalized 
physical activity can be effective in delaying onset and progression of chronic disease 
(Booth, Roberts, & Laye, 2012). From this perspective, promotion of function through 
occupational engagement as a facet of health promotion programming should be 
considered as part of any initiative to promote successful aging.   
Occupational engagement is defined as “performance of occupations as the result 
of choice, motivation, and meaning within a supportive context and environment. 
Engagement includes objective and subjective aspects of consumers’ experiences and 
involves the transactional interaction of the mind, body, and spirit “ (OTPF 3rd edition, 
2014, p. S4).  In this example, occupations can include any meaningful and personally 
relevant functional or leisure activity.  Occupational therapy’s focus on occupations and 
optimizing occupational engagement to promote health, suggests that occupational 
therapy should be an integral part of disease prevention and health promotion policy and 
programming in the United States healthcare system.   
 Another consideration when investigating promotion of successful aging and 
chronic disease management is the influence of occupations on quality of life.  
Engagement in occupations, whether they be leisure or function based, has a direct 
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influence on quality of life (Bentley et al., 2013; Low & Molzahn, 2007; Shafrin, 2017).  
To illustrate, consider the example of a senior citizen who places cultural value on 
preparing meals for her family.  The senior citizen experiences a fall when out in the 
community, which results in a decline in overall mobility and an inability to perform 
meal preparation.  In this example, the decline in her ability to perform the occupation of 
meal preparation, has led to the loss of a valued role.  Loss of mobility and decreased 
engagement in meaningful activity in this example can have a direct impact on quality of 
life.  Quality of life measurement and awareness is a particularly important aspect of 
health promotion as self-perceived quality of life has a significant connection to mental 
and physical health (Sosnowski et al., 2017).  Thus, development of a health promotion 
program to foster occupational engagement for senior citizens with debility and persons 
with chronic disease should be considered.  This type of health promotion program would 
be an optimal fit for the home health care industry, which is experiencing growth in 
consumer utilization (“Basic Stats about Home Care,” 2010; “Home Health Employment 
Expanding Rapidly,” 2017).   
 The Home Able program is a caregiver training program designed to promote 
occupational engagement in the home health setting.  The population for which the Home 
Able program has been designed is the homebound population.  Specifically, individuals 
that fall under Medicare criteria as being homebound due to disability, chronic disease or 
aged related changes, as the occupational profile of an individual that is homebound has 
chronic disease or is at advanced age (Ganguli, Fox, Gilby, & Belle, 1996; Musich, 
Wang, Hawkins, & Yeh, 2015).  To be considered homebound under these criteria, a 
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determination must be made that an individual’s ability to leave their home constitutes a 
considerable or taking effort and there must exist a normal inability to leave the home 
(“Home Health Agency (HHA) Center,” 2019).  Additionally, the Home Able program 
will focus on health promotion for individuals currently receiving personal and/or home 
management support through one of the personal care attendant (PCA) programs in 
Massachusetts.   
Promoting health through engagement in occupations will be accomplished 
through the education of the homebound consumers and their respective PCA, focusing 
on the importance of occupational engagement as a means to improve health status and 
quality of life. Through awareness of the health impact of occupational engagement for 
the homebound consumer, the goal will be that both the consumer and the PCA work 
collaboratively under direction of a Home Able program facilitator.   
The focus of the Home Able program is to promote the PCA and homebound 
consumer to engage in functional tasks in the home and leisure activities outside of the 
home.  Otherwise, the PCA offers little opportunity for occupational engagement of the 
consumer (Allen & Ciambrone, 2003).  For example, the PCA involved in a care plan for 
a homebound consumer will typically complete the entirety of a specific task, such as 
cooking or folding laundry, and offer little opportunity for a consumer to participate in 
that task.  This is derived from the fact that PCAs receive no mandated training on health 
benefits of occupational engagement (Marquand, 2013).  The second component of the 
Home Able program is for the PCAs to encourage homebound consumers to pursue 
leisure activity engagement opportunities outside of the home within the community.  
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Although research is limited on this topic, home health care professionals find that 
elderly persons aging in place and disabled persons still qualify under Medicare criteria 
as being homebound even when they are able to safely access the community with 
assistance.  However, the homebound consumer will only leave their home for medical 
management and as a result, a neglect of community-based leisure participation suffers.  
The Home Able program will address this neglect by promoting awareness on health 
benefits of leisure participation and providing strategies to ensure safety with community 
access and leisure activity in the community.   
The goal of the Home Able program is to enhance functional mobility, increase 
occupational participation, reduce falls risk, improve overall strength, increase functional 
stamina, and ultimately improve quality of life for homebound consumers (Clemson et 
al., 2010).  From a fiscal perspective, it is expected that achieving these outcomes 
through promotion of occupational engagement will result in reduced health care 
spending for the consumers enrolled in the program (Rogers, Bai, Lavin, & Anderson, 
2016).  In an era where health care spending is exponentially growing, home health 
utilization is rising and the health of the homebound population is declining, a health 
promotion program such as the Home Able program will fill several gaps in this facet of 
health care practice. 
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CHAPTER TWO – Project Theoretical and Evidence Base 
  
 There is a growing phenomenon in a sector of the United States population where 
senior citizens and disabled persons that are deemed homebound are becoming 
increasingly dependent on their caregivers and as a result, they are experiencing an 
evolving disconnection from their occupational identity.  To address this issue, research 
has explored how function and restorative based training for caregivers can improve 
quality of life, health, and function , as well as reduce health care costs (Darbà & 
Kaskens, 2015; Lewin et al., 2014).  The homebound senior citizen, or consumer, qualify 
to receive state funded personal care attendants (PCAs) for custodial support with 
personal care and home management tasks.  As a matter of routine, the PCA performs the 
entirely of a particular functional task and offers marginal opportunity for the consumer 
to participate.  An example of this can be seen when PCAs complete laundry 
management for a homebound consumer.  The overall task of laundry management is a 
multi-step process with many physically demanding aspects which can include, for 
example, carrying a laundry hamper, climbing stairs while carrying heavy items and 
bending down to remove clothing from a washer or dryer. However, there are less 
physically demanding aspects of laundry management in which a homebound consumer 
may be able to participate, such as folding shirts, putting away light clothing, or adding 
soap to a washing machine.  It is hypothesized that the oversight of the PCA and the lack 
of knowledge on the physical, mental and emotional benefits of occupational engagement 
are fostering this phenomenon.  
 Lack of opportunity to participate in leisure activities outside of the home is 
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another significant source of occupational disconnection for the homebound consumer.  
Medicare identifies an individual as homebound if leaving the home requires substantial 
effort or assistance, and if this limitations is due to illness or injury (Qiu et al., 2010). For 
most homebound individuals, the ability to independently exit the home and access the 
community is compromised.   But when assisted by a caregiver, most of these 
homebound consumers can access the community safely.  However, this supported 
community access is primarily reserved for attending to medical needs, including doctor 
appointments and diagnostic testing, and is rarely used for meaningful leisure 
engagement.  As a result, both the opportunity and the desire for participation in 
community-based activities are diminished. The homebound individual must instead 
depend on the caregiver to provide options for leisure or social engagement within the 
home. 
 A broad search for evidence was conducted to support the explanatory model of 
the problem and establish a foundation for the proposed solution for this phenomenon.  
Evidence searches were conducted using the online databases for the Boston University 
online library, Google scholar, and the American Journal of Occupational Therapy online 
database.  Search terms in multiple combinations included “direct care workers”, “home 
health aides”, “certified nursing assistant” (CNA), “personal care”, “homebound elderly”, 
“health care training”, reablement, “caregiver training”, occupations, independence, 
homebound, “community dwelling”, orientation, “training requirements”, and “activities 
of daily living” (ADLs).  A review of the literature led to the identification of three 
primary themes related to progressive dependency of homebound senior citizens: 1) 
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learned dependence, 2) minimal caregiver education, and 3) a lack of programs for 
homebound senior citizens. Figure 1 illustrates the progressive dependency themes. 
 
Figure 1.  Progressive Dependency Themes 
 
Learned Dependence 
 The problem of learned dependence is identified when caregivers encourage 
dependence for personal care in order to perform duties quickly (Ornstein, 2017).  In the 
context of the consumer and service provider dynamic between the homebound consumer 
and the PCA, there is an even greater potential for learned dependence.  Additionally, 
with this dynamic, the PCA has no tangible oversight, such as the presence of a 
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supervisor, to ensure that job requirements are being completed and optimal care is 
provided.  The PCA has only the homebound consumer and their support network to 
identify if concerns with care quality develop.   
 Another contributing factor to learned dependence in the home setting is the lack 
of insight by both the homebound consumer and the PCA on the mental, physical and 
emotional health benefits of occupational engagement.  This lack of insight is directly 
related to the minimal training or education on the importance of occupational 
engagement.  For example, the training requirements vary in the Commonwealth of 
Massachusetts depending on the designation of the PCA.  Homemakers, personal care 
homemakers, home health aides, and supportive home care aides are all required to 
complete a 75 hour home health training program (Marquand, 2013).  These training 
modules covering restorative skills, personal care support and housekeeping but do not 
include any content on inclusion of the homebound consumer into occupational tasks 
(Bercaw, 2011).  Additionally, personal care attendants, which are consumer directed 
caregivers funded by Medicaid based programs in Massachusetts, are mandated to 
complete even less training and are only required to receive 3 hours of orientation which 
can be provided by the consumer.    
 The homebound consumer is also contributing to the phenomenon of learned 
dependence. Dependency on the caregiver develops gradually and thus the deterioration 
of one’s self as an occupational being is often imperceptible.  This progressive 
dependency phenomenon can occur for example, in cases where the homebound 
consumer is relieved to receive assistance for completion of occupations that they are 
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unable to perform independently.  However, if the amount of assistance is substantial and 
ongoing, a loss of occupational competence occurs.  Occupational competence is defined 
as the ability to sustain a pattern of occupational engagement that reflects one’s 
occupational identity (Ishibashi, Yamada, Kobayashi, Hashimoto, & Forsyth, 2013).  A 
study of the correlation between occupational competence, homebound status and health 
related quality of life was conducted (Ishibashi et al., 2013).  In this study, the findings 
suggested that occupational competence has a significant positive impact on reported 
quality of life, higher than whether the subjects were homebound or not.  These studies 
suggest that homebound persons will perceive a higher quality of life, even if they cannot 
access their community independently, as long as they are able to engage in meaningful 
occupations within their home.  This study supports the proposed hypothesis that 
occupational competence has significant influence on quality of life perceptions and 
engagement in valued occupations.  For the homebound consumer, it is unlikely that 
engaging in meaningful life activities has been considered a part of recovery or 
contributing to quality of life as they have not been made aware of the health benefits of 
occupational engagement.  The awareness of the influence of occupational engagement in 
functional and leisure activities on health, is crucial towards promoting participation 
Minimal Caregiver Education 
 Awareness by the PCA of the health benefits of occupational engagement is 
critical in facilitating the homebound consumer to increase participation in meaningful 
functional and leisure activities.  However, there is a lack of education on promoting 
activity among homebound consumers within the foundations of their training.  As 
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previously cited, Massachusetts training requirements for support workers have no 
content regarding occupational engagement.  Inclusion of mandatory education as part of 
PCA and other levels of personal care providers can only aide the occupational 
promotion of homebound seniors (Metzelthin et al., 2017).  However, some studies have 
found that perspectives of home health aides reveal that they can dislike training and that 
they find continuing education to be not useful.   (Love et al., 2017; Menne, Ejaz, 
Noelker, & Jones, 2007).  Findings from these studies suggest that direct care workers 
preferred that continuing education be provided via interactive learning, have shorter and 
more frequent sessions given their time constraints and have access to relevant printed 
materials. These findings reinforce the importance of properly gauging learning styles 
based on the learner, and developing content that will be presented in a way that is 
meaningful to the audience.  Additional research shows that health care workers, such as 
PCAs, who focus on direct hands-on care with consumers, prefer interactive learning 
modules with content that is based on developing communication skills and caregiver 
techniques for consumers with dementia (Menne et al., 2007; Satorius, Rotondo, & Ruiz, 
2016).  Based on these findings, an electronic training module with content grounded in 
communication skills with consumers is proposed as part of the Home Able training 
program.  
 One possible consequence of improving the homebound consumer’s 
independence with functional tasks could potentially be the PCA perspective that they 
may lose work if the consumer improves their functional status and becomes more 
independent.  Although research supporting this premise was not located, one must 
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consider this scenario as plausible.  To combat this potential effect, an incentive for the 
PCA to engage their consumer in meaningful occupations and improve functional 
participation should be considered.  One possible incentive would be granting extra care 
time weekly for the PCA to care for the homebound consumer.  To illustrate, 
participating homebound consumers that normally receive 8 hours per week of personal 
care could have an increase to 9 hours weekly, with the extra hour strictly devoted to 
“Leisure time” or “Baking time”.  This incentive would provide more income for the 
PCA as well as increase the duration of care that the consumer receives.   
 From the fiscal perspective, a brief financial calculation supports the immediate 
potential for health care savings by having PCAs facilitate occupational engagement.  In 
Massachusetts, PCAs can earn $15 per hour (Shoenberg, 2016).  Granting one extra hour 
per week for PCAs to focus solely on increasing the occupational engagement of their 
homebound consumers would add up to a cost of $780 annually.  In comparison, the 
average cost of an emergency room visit in 2016 was $1,917 (Luhby, 2018).  
Alternatively, research shows that occupational engagement reduces one risk of hospital 
admission (Soley-Bori et al., 2015; Wang et al., 2018).  This scenario means that if 
providing one more hour per week of PCA services increases the homebound consumer’s 
baseline functional status, then this increased occupational independence may result in 
less hospital admissions and less strain on the health care dollar.   
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Lack of Programs for Homebound Senior Citizens 
 A barrier to facilitating occupational engagement for the homebound consumer is 
the shortage of support programs to promote occupational engagement and leisure 
engagement outside of the consumer’s home.  Research shows that the homebound 
population is rising and support programs are not keeping up with the demands, as well 
as the need for support programs past custodial care (Qiu et al., 2010; Turcotte et al., 
2015).  One study found that homebound older adults felt that their needs were being 
met, yet the opportunities for social engagement, leisure engagement and community life 
were not considered important (Turcotte et al., 2015)  Another study identified the health 
benefits of a mall walking program for older adults, which was met by barriers including 
poor transportation access as well as limited public exposure (Farren et al., 2015).  
 Fortunately, support programs with a primary focus on fostering occupational 
engagement for the homebound elderly are starting to develop (Metzelthin et al., 2017).  
The concepts of aging in place, reablement, and function focused care are becoming more 
present. There is a need for a literature review on the effectiveness of these programs, 
which would aid future research in promoting occupations in the homebound population.   
Solution to the Problem 
 
 The Home Able Program is a caregiver training program in Massachusetts.  The 
purpose of the program is to foster increased occupational engagement for the 
homebound disabled population.  This engagement will be facilitated by providing 
structured and individualized education to homebound disabled persons and their 
respective PCAs on strategies to maximize occupational participation and reduce barriers 
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to engagement. Long term impacts of the program will be to improve health and quality 
of life for community dwelling disabled persons, and maintain community living through 
the therapeutic benefits of occupations.   
 The number of people 65 and older in the United States is expected to increase to 
55 million in 2020, and to 70 million by 2030 (“Baby Boomer Facts on 50+ Livable 
Communities and Aging in Place,” n.d.).  Additionally, 87 percent of adults age 65 and 
older want to stay in their current home and community as they age (“Survey, What 
Makes a Community Livable?,” n.d.).  With this anticipated surge in the homebound 
elderly population, community dwelling senior citizens will increasingly rely on 
programs focusing on health promotion to enable optimal functioning in the home. It is 
anticipated that programs focusing on these approaches such as the Home Able program, 
will be integral to addressing the daily living and activity needs of the aging population 
who are increasingly opting to remain in the community. 
 A review of the literature was undertaken to identify existing programs or similar 
approaches and to understand which elements were associated with improvements in 
functioning and sustained community living.  The search was conducted using the Boston 
University Online Library and Google scholar. Search terms included: “reablement”, 
“direct care worker”, “homebound”, “personal care attendant”, “home care aides”, 
“community dwelling”, “caregiver training”, “home health” and “home care”. The first 
phase of the evidence search yielded over 100 articles.  From the initial phase, 17 articles 
were identified that represented programs most similar to the Home Able program. These 
articles were analyzed for this synthesis to identify interventions and program features 
  
15
that were identified as having improved community functioning as well as any additional 
relevant findings that may be applicable to the Home Able program.  From this search 
process, information and strategies were examined regarding utilization of caregiver 
training, guidance under the reablement model of care for community dwelling persons 
and caregiver interest or perspectives on training.   
Caregiver Training 
 The Home Able program features health promotion programming delivered by 
personal care attendants (PCAs).  In order to achieve this, the PCAs will be enrolled in a 
training program to increase awareness of the health benefits of occupational 
participation.  Additionally, the training will provide the PCAs with strategies to safely 
promote this engagement as well as specify techniques on how to individualize the 
program to ensure that the activities are consumer centered.   
 Caregiver training interventions to PCAs, or direct care workers for the purposes 
of consumer health promotion have shown to be successful during implementation of 
new program (Brown, Chen, & Smith, 2013; King, Parsons, Robinson, & Jörgensen, 
2012; Kuo et al., 2012; Metzelthin et al., 2017; Muramatsu et al., 2018; Park & Chodzko-
Zajko, 2014a).  These program-based interventions for caregiver training were all 
designed to enhance caregiver knowledge regarding health promotion, which is a key 
component of the Home Able caregiver training program.  Successful features of 
caregiver training identified in the literature, and how these elements are incorporated in 
the Home Able program are presented next.  
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 Case studies were utilized within the caregiver training modules in an effort to 
transition program concepts into applicable knowledge (King et al., 2012; Metzelthin et 
al., 2017).  In these examples, the case studies were incorporated into competency 
evaluation of program concepts where the learner was given a written scenario and was 
asked to apply program concepts to that scenario.  One example included competency 
evaluation where the learners would collaborate to develop action plans and goals for the 
consumer in the case study, which was a successful part of the caregiver training aspect 
of improving quality of life in restorative home care services program (King et al., 2012).  
This model will be heavily used in the development of training modules for the targeted 
caregivers of the Home Able program, as it will foster transforming program concepts 
into tangible experiences.  Once program concepts are delivered through training 
sessions, case studies will be presented and discussed, and this will elicit knowledge 
transfer from didactic content to useable skills.   
  There is no particular trend regarding training session duration or frequency.  The 
evidence shows that previously implemented caregiver training program varied in session 
duration from 30 minutes to 4 hours (Kuo et al., 2012; Metzelthin et al., 2017; 
Muramatsu et al., 2018; Park & Chodzko-Zajko, 2014b). Some programs offered weekly 
sessions over several weeks (Kuo et al., 2012), where other programs delivered all 
training content to caregivers in one session (Muramatsu et al., 2018).  Research shows 
that improved outcomes in implementing skills to improve health were achieved after 
caregiver training, particularly when education is ongoing and not delivered in one initial 
educational session (Glendinning et al., 2010; Van Houtven, Oddone, & Weinberger, 
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2010).  For this reason, the Home Able program training will offer multiple session 
training and ongoing follow up education to ensure optimal program delivery.  
The education ingredient of the Home Able program training is designed for two 
audiences.  The first phase of program training is designed solely for PCAs and will be 
part of their enrollment into the Home Able program.  The Home Able program utilizes a 
format similar to that used in the New Zealand restorative program, which featured 
caregiver only training (King et al., 2012).  The first training phase focuses on training 
for the PCA in nine modules; each module ranging in duration from 1 to 2 hours in 
length.  Overall, the training program requires two full days. The second phase of 
program training is provided in the form of an educational session with the homebound 
consumer and the PCA.  This format is derived from previous research (Kuo et al., 2012) 
where a team in-home training session with both the homebound consumer and the 
consumer’s care team provided two total sessions on consecutive weeks. The team in-
home education session format is a method of establishing partnerships between the 
homebound consumer and PCA while they are learning Home Able program concepts.  
This partnership concept was found to be beneficial in promoting concepts of a home 
based program and reducing stressors on caregivers of persons with dementia (Kuo et al., 
2012).   
Transition to the Reablement Model 
 The traditional support model of personal care attendants in the homebound 
population is to provide custodial non-skilled care to ensure the homebound consumer 
has their personal care and home management needs met.  This model is based on 
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performing tasks that the homebound consumer cannot perform independently, due to 
injury or illness.  Introduction of the reablement model into this caregiving dynamic will 
guide promotion of occupational engagement.  The role of reablement is to “focus [on] 
enhancing performance of daily activities defined as important to that person”  (Tuntland, 
Aaslund, Espehaug, Førland, & Kjeken, 2015, p. 1 ).  The concept of reablement is 
congruent with the goals of the Home Able program, which seeks to promote 
occupational engagement of the homebound consumer of personal care services.   
 The reablement model, which is an emerging concept in home health care, is 
consistent with restorative principles which focus on maintaining current abilities.  
Research varies on a formal definition of the term “reablement”, however it is understood 
that reablement is a goal directed, consumer centered and multidisciplinary approach in 
maintaining health and function in the home setting (Aspinal, Glasby, Rostgaard, 
Tuntland, & Westendorp, 2016; Cochrane et al., 2016; Legg, Gladman, Drummond, & 
Davidson, 2016; Tuntland et al., 2015; Winkel, Langberg, & Wæhrens, 2015). 
 Establishing achievable goals is one common aspect of reablement that is 
observed across multiple studies (Aspinal et al., 2016; King et al., 2012; Muramatsu et 
al., 2018; Tuntland et al., 2015). The inclusion of setting goals for the homebound 
population in a reablement model adds accountability for the consumer and the caregiver 
to help sustain motivation.  Moreover, incorporating consumer input into establishing 
goals was shown to be key towards ensuring that the reablement plan is consumer 
centered (Muramatsu et al., 2018; Orellano, Colón, & Arbesman, 2012; Tuntland et al., 
2015).  The concept of consumer centered-ness, which is a foundational concept in 
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occupational therapy practice, is integral to commitment from the homebound consumer 
as it ensures that service delivery is customized and meaningful.  Additionally, 
implementing consumer centered practices reduce the potential for generic interventions 
and allows for meaningful outcomes.  
 Finally, the inclusion of multidisciplinary collaboration into reablement 
approaches for the community dwelling population is seen in much of the research 
(Aspinal et al., 2016; Glendinning et al., 2010; Tuntland et al., 2015).  Incorporation of 
several health care disciplines including physicians, physical therapists, occupational 
therapists, nurses, social workers, care managers and PCAs all aid in bringing their 
unique expertise together in a collaborative approach.   
 An example of this multi-faceted reablement model, including goal setting, 
consumer centered practice and multidisciplinary approaches, can be seen in a case 
example drawn from this authors’ previous clinical experience where foundational 
concepts of promoting occupations were successful.  An 80-year-old male with advanced 
arthritis identified that he wished to resume gardening weekly.  Current barriers that were 
identified that limit the consumer’s ability to garden were pain and compromised 
standing balance.  The physician and the nurse collaborated on the best practices for 
managing the consumer’s pain during gardening activities.  The occupational therapist 
and the physical therapist collaborated on the safest assistive devices to implement for 
mobility associated with gardening.  Finally, the personal care attendant started 
performing these meaningful activities with the consumer in a supervisory capacity, once 
pain management and assistive device needs were met.  This case example depicts the 
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interdisciplinary process that the Home Able program is based upon, and can serve as a 
benchmark clinical example of successful implementation of program concepts when 
case studies are included into training modules.  Case examples can be a successful 
method for health care education, particularly with caregiver training, as it allows the 
learner to apply foundational aspects of a concept and apply them in a learning situation 
to real world scenarios (Metzelthin et al., 2017) 
 Reablement implementation in home health care can produce improvements in 
activities of daily living independence, home management and mobility (Lewin & 
Vandermeulen, 2010; Tinetti et al., 2015; Winkel et al., 2015).  Based on these positive 
findings, such as inclusion of the consumer in goal setting for the program, collaboration 
with other health professionals involved in the consumer’s case, and setting achievable 
and meaningful goals are key features of the Home Able program.  
Caregiver Interest 
 Many homebound consumers receive personal care services as a part of home 
health care to ensure a safety and enable remaining in the community.  In the Home Able 
program, the PCA is the point of contact for communicating the purpose and delivering 
the program interventions.  For this reason, successful training programs will need to be 
implemented to provide education and skill development among the PCAs participating 
in the Home Able program.  A key factor of this training will be audience interest in the 
content.  Previous research on formal caregiver training shows that the PCA, or direct 
care worker, does report interest in advancing skills through formal training programs 
and pursuing higher education (Blau, Chapman, & Neri, 2016; Muramatsu, Yin, & Lin, 
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2017; Sengupta, Ejaz, & Harris-Kojetin, 2012). Moreover,  personal caregivers are 
willing and interested in learning strategies to improve the effectiveness and safety of the 
care they provide (Love et al., 2017; Van Houtven et al., 2010). Additionally, 
participation in caregiver training has shown to improve direct care worker job 
satisfaction and retention (Luz & Hanson, 2015; Sengupta et al., 2012; Stone et al., 
2017).  
 The Commonwealth of Massachusetts provides varying levels of training and 
credentials for direct care workers that provide personal care in the home setting 
(Marquand, 2013).  The personal care attendant (PCA) is a consumer delegated personal 
care program funded by Massachusetts Medicaid. The current training requirement for 
the PCA in Massachusetts is a 3-hour orientation with a primary focus on payroll and 
time sheet management. Training regarding the health benefits of occupational 
engagement or facilitating participation by the consumer is not covered in this training.  
The Home Able program will fulfill this gap in caregiver education and health promotion.  
Summary Discussion 
 Analysis of previously implemented programs offers insight into strengths and 
weaknesses that can enhance the success of newly developed programs.  Empirical 
evidence serves as a guideline for development and implementation of the Home Able 
program. Thus, the Home Able program incorporates positive aspects of evidence-based 
caregiver training programs in the instruction protocol for PCAs in order to maximize the 
health impact on the homebound consumer.   Caregivers are interested in participation in 
training to promote safety and impact of their services.  The concept of reablement will 
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guide educational content as a tool to promote occupational engagement in the home 
setting.  Additionally, caregiver training content will include case studies to transition the 
content in to applicable concepts.  This program seeks to yield a positive health impact on 
homebound consumers receiving personal care services and strengthen the partnership 
between the consumer and caregiver to maximize the opportunity to participate in 
activities that one finds meaningful. 
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CHAPTER THREE – Description of the Program 
Introduction 
 The Home Able program is an evidence-based health promotion program 
designed to increase physical and mental health of persons that are homebound.  This 
program is constructed as an educational approach to promote engagement in meaningful 
functional tasks and leisure activities for community dwelling homebound older adults, 
known forth as the homebound consumer.  The problem being considered is that as older 
adults become homebound, they begin to receive support services for assistance with 
self-care and home management.  From this, the experience of the homebound consumer 
reducing engagement in necessary tasks in the home causes a decline in functional 
abilities (Hamazaki, Morikawa, Morimoto, & Nakagawa, 2016), which then reduces 
engagement in portions of the functional tasks that they may still possess the skills to 
participate in safely.  As a result, a phenomenon of stagnation occurs due to a decline in 
participation in meaningful functional and leisure activities, and has a direct impact on 
the homebound consumer’s physical and mental health.  
Theoretical Foundation 
 The overall philosophy of the Home Able program is rooted in occupational 
therapy foundational theories.  The Person-Environment-Occupation model (PEO) was 
influential in the development of the program and its educational content.  The PEO 
model focuses on the relationship and interplay between the person, environment and 
occupation to produce occupational performance (Law et al., 1996).  Moreover, 
fluctuations in the degree to which the PEO components intersect influence occupational 
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performance (Figure 2).  Fluctuations occur across a person’s lifespan whenever there are 
experiences or events that alter a factor within the person, environment and occupation 
relationship such as experiencing an injury, moving to a new city or entering retirement. 
According to the PEO model, the greater the convergence or harmony among the person, 
environment and occupation factors, the greater potential for occupational performance is 
created. The person, in this program, would be the homebound consumer.  Factors that 
shape a person throughout their lifespan such as lived experiences, physical capabilities, 
emotional health, identified interests, personal values and cultural considerations will all 
be considered in developing an occupational profile of the consumer.  The environment, 
or context, is also a significant factor in achieving the goals of Home Able program.  In 
Figure 2.  PEO Model (Strong et al., 1999) 
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this case, the context, which would be either the home environment or community where 
leisure activity is occurring, is highly relevant and influential in occupational 
performance.  Particularly with home care services, there cannot be a context more 
relevant and meaningful than the consumer’s own home.  Finally, the occupation is the 
third factor in the PEO model.  In the Home Able program, PCAs and homebound 
consumers will collaborate with program administrators to identify meaningful activities 
in the home for consideration with Home Able program concepts.  This self-reflective 
component of identifying meaningful occupations will help motivate consumers to 
actively participate with their respective PCA. Motivation for the homebound consumer 
to engage in activities will be essential for successful carryover once the program is  
introduced to perspective consumer. The method of health promotion to foster 
resumption of engagement in meaningful activities is through education and incentivizing 
PCAs to elicit engagement in meaningful activity from their care recipients.   A 
theoretical model was utilized to inform the training and educational aspects of the Home 
Able program. Situated Learning Theory (SLT) was chosen to guide development of the 
Home Able program in order to maximize buy-in from both the caregivers and the 
homebound senior citizens.   
 Under SLT principles, the learner is the center of an instructional process that 
blends content, context, community of practice and participation (Stein, 1998).  The 
application of the SLT principles to the Home Able program are illustrated in Table 1.  
According to SLT, content that is situated in a tangible experience rather than facts that 
are independent of the learner’s life experiences, fosters learning.  Regarding the role of  
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Table 1.  Situated Learning Theory and the Home Able Program 
Elements of 
SLT Connection to program Testable statement 
Content Instruction by example through 
modeling in the consumer’s home on 
importance of functional and leisure 
engagement and actual techniques to 
facilitate safe engagement 
If the caregiver can define safe 
techniques and the health impact on 
active engagement in meaningful 
activities, then he/she will increase 
opportunities for the consumer to 
engage in meaningful activities.  
Context  Instruction within the consumer’s home 
can foster opportunity to problem solve 
concerns in increasing participation by 
both consumer and caregiver. 
Authentic context in familiar 
environment can increase confidence in 
the consumer and caregiver in 
increasing meaning task engagement.   
If the consumer and caregiver learn 
Home Able program techniques 
within the consumer’s home and 
cultivate an environment that 
fosters engagement, then the 
consumer and caregiver will both 
increase initiation of engagement in 
meaningful tasks.  
Community 
of Practice 
Employ expert caregivers certified in 
Home Able program and implement 
apprentice style training in consumer’s 
homes. 
Establish forum to allow apprentice 
caregivers to collaborate weekly in face 
to face interaction. 
If apprentice level caregivers learn 
Home Able program techniques 
from expert caregivers, then 
apprentice caregivers will report 
increased level of comfort with 
fostering consumer engagement in 
meaningful activities. 
Participation 
(legitimate 
peripheral 
participation) 
Develop peer mentor teams for 
collaboration and incorporate hands on 
experience for apprentice level 
caregivers within the consumer’s home 
using program techniques to foster 
confidence and proficiency.   
 
If apprentice level caregivers 
collaborate in weekly meetings to 
share experiences, problem solve 
consumer issues and share 
facilitative techniques to promote 
engagement, then the caregivers 
will possess greater skills 
proficiency with the Home Able 
program.   
 
context in SLT, it is the relevant social, material and psychological environment for the 
application of the desired task.  Community of practice refers to the learning group, both 
experts and learners, in a collaborative and social approach to illicit reflective interaction 
and knowledge transfers.  In SLT, community is defined as the practical and cultural 
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knowledge base of the experts (Stein, 1998).  Finally,  participation is defined as the 
active interchange of ideas and collaborative engagement of learners within the materials 
of instruction (Stein, 1998).  The concept of participation with situated learning theory 
can be further developed into the concept of legitimate peripheral participation which is 
based on the principle that sociocultural engagement in the targeted activity increases 
confidence (Lave & Wenger, 1991).  By using SLT concepts as defined in development 
of the Home Able program, several program models begin to emerge. 
Teaching program techniques within the consumer’s home is a form of situated 
learning and is intended to enhance participant awareness of program principles, and 
maximize carryover of skills as the consumer’s home is a represents the most relevant of 
contexts.  Also, contextual knowledge transfer in the consumer’s home allows both the 
homebound consumer and the caregiver to apply and experience Home Able program 
concepts in real time.   
 Another SLT influence on the proposed program would be implementation of an 
apprentice model merged with a mentoring model as these two aspects would pull from 
the legitimate peripheral participation and the community of practice portions of SLT.  In 
this proposal, apprentice level caregivers, otherwise known as entry level caregivers, new 
to the concepts of the Home Able program would learn program techniques within the 
consumer’s home under the practice of an expert level caregiver.  An expert level 
caregiver is defined as a caregiver that has completed the Home Able program and has 
demonstrated proficiency with the program’s concepts.  This experience facilitates 
knowledge transfer by offering the desired information in a hands-on and observable 
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experience.  The mentoring model would be included as a peer mentoring experience, 
whereas apprentice level caregivers would meet weekly with theirs peers and with an 
expert level caregiver to collaborate on program concepts, application issues, and new 
ideas. 
 Overall, SLT provides an excellent foundation to further influence the ongoing 
development of the Home Able program as the main function of the program is based on 
education and knowledge transfer, which are the primary desired outcomes of any 
learning theory.  
 
Referral Process 
 The Home Able program will be introduced to identified stakeholders in the 
geographical area that is targeted for the pilot phase.  The pilot phase of the Home Able 
program will be introduced in Springfield and Holyoke, Massachusetts.  Meetings will be 
arranged with stakeholders in the community to introduce the Home Able program and 
it’s intended positive health impact on the homebound community, and promote referrals.   
Several stakeholders have been identified as potential sources to referral homebound 
persons to the program.  Primary care physicians, in many cases, initiate or approve the 
request for support services and recognize the need for services, as many homebound 
persons will only leave their homes for medical management including doctor 
appointments.  Another referral source would be area senior center directors and their 
respective staff members that have contact with the homebound community members and 
can offer insight into possible candidates that would benefit from the Home Able 
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program.  Additional stakeholders may also include staff members and drivers in the 
home delivered meals program.  In many cases, the home delivered meals drivers are the 
only persons consistently in contact with homebound persons. Finally, case managers in 
elder care support programs would also be potential stakeholders that would generate 
referrals to the Home Able program.  Case managers coordinate support services for 
homebound persons including social work support, life alert call system management, 
home delivered meals, homemaking and personal care services, and legal advice.   
   
Program Content 
 The PCA component of the Home Able program will be integral to the program 
participation element.  As part of the pilot phase of the program, a 45-minute orientation 
session will be conducted in group format for all PCAs participating in the program.  The 
content of this group format orientation session will be dual purpose.  The first facet of 
the orientation program will be to introduce PCAs to program concepts on the positive 
health impact of occupational engagement on homebound consumers.  Additionally, this 
portion of the orientation will also have content on motivation techniques, 
communication strategies, and importance of consumer safety.  The second facet of the 
orientation will be to establish peer partnerships.  PCAs that are enrolled in the Home 
Able program will be partnered with another PCA. This collaborative, peer-based model 
is influenced by SLT and is a type of a community of practice.  Additionally, as the 
program progresses into future cohorts, PCAs will develop expertise and will then be 
paired with apprentice level PCAs in alignment with SLT principles of legitimate 
  
30
peripheral participation.   
 An initial introduction of program concepts, elementary program techniques and 
overall health benefits of participation will be provided to the homebound consumer and 
their respective PCAs.  This introductory in-home visit will be titled the Enrollment 
session.  Prospective candidates to receive the enrollment session will be identified after 
meeting the enrollment criteria.  Identified candidates for the pilot phase of the Home 
Able program will be scheduled for weekly intervention sessions over a six-week period, 
which will be scheduled when the PCA is in home with the homebound consumer.  
Intervention sessions will follow a structured schedule to promote fidelity with program 
delivery, which is summarized in Figure 3.  In-home sessions will be forty-five to sixty 
minutes in duration.  Additionally, supportive family members will be encouraged to be 
in attendance for in-home sessions to further promote carryover of the program concepts.   
 As a precursor to the in home informational sessions, the PCAs participating in 
the Home Able program will be offered a group introductory training session.  
Intervention delivery will occur through the trained caregivers enrolled in the Home Able 
program.  Competency of the PCA who administers the Home Able program concepts in 
the home will need to be determined to ensure fidelity.  To accomplish this, as part of the 
state funded caregiver’s introduction to the Home Able program, a group training session 
focusing on key concepts of the Home Able program will be conducted prior to the start 
of the program enrollment.  This training session, which is a foundational element of the 
Home Able program, will help ensure intervention fidelity.  
 All of the training sessions, both in group format with PCAs and in-home training 
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with the PCA and homebound consumer of the Home Able program, will focus on 
providing the caregivers with techniques and strategies to promote occupational 
engagement through functional task participation and leisure engagement with their 
corresponding homebound consumers.  These techniques and strategies, which will be 
heavily grounded in occupation-based health promotion concepts, will guide the overall 
experience of the homebound consumer in the Home Able program. 
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Figure 3.  Home Away Session Content 
 
 
 
 
Session 6
Develop collaborative plan with consumer and PCA to 
promote sustainability of program participation
Provide education on future opportunity to continue 
participation with program concepts 
Session 5
Follow up session with consumer and PCA to discuss 
experiences with community leisure pursuits 
Potential community outing with consumer and PCA to 
perform live education on compensatory techniques
Session 4 
Follow up session to collaborate on successes and 
barriers with functional tasks participartion in the home
Idenitfy potential durable medical equipment and/or 
adaptive equipment gaps to promote program concepts 
Session 3
Identify leisure opportunities in community of 
consumer interest
Initiate education on potential compensatory techniques 
usable for participation in community leisure activity
Session 2 
Identify consumer interests in functional tasks 
participation in the home
Initiate education on techniques to foster occupational 
engagement
Session 1 
Evaluate consumer strengths and deficits impeding 
current functional performance
Identify environmental barriers in the home and 
impeding safe exit of home 
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Session One 
 The first session in the series of six Home Able program sessions will be focused 
on gathering information on the homebound consumer’s occupational deficits, contextual 
barriers, current strength’s and abilities, and potential structural and procedural factors 
limiting access to the community.  This foundational first session is designed to identify 
potential opportunities of the consumer and the context, as seen in the person and 
environment portion of the PEO model.  Identification of these two components of 
occupational performance will be essential in fostering engagement in meaningful 
activities in the home in the development stages of the consumer centered portion of the 
Home Able program.  From this session, recommendations will be shared with the 
consumer and their support network on possible environmental modifications to 
maximize safety and independence with occupational engagement performance. 
Session Two 
 The next session will include identification of consumer interest and initiation of 
providing strategies to promote occupational engagement.  This session will complete the 
occupational profile of the consumer thus fulfilling the occupation facet of the PEO 
model.  Additionally, education under SLT principles will be initiated, as strategies that 
are applicable to Home Able program concepts are introduced in a relevant context which 
would in this case be the consumer’s home.  Additionally, a customized instruction 
handout will be issued to the consumer and the PCA to help retain knowledge and 
promote carryover of strategies.   
 
  
34
Session Three 
 This session will expand the scope of the education portion of the Home Able 
program by exploring compensatory strategies that can be implemented to foster access 
to leisure activities outside of the home.  Additionally, education during this session will 
also include identification of resources in alignment with consumer interests to help 
promote leisure engagement outside of the home.  Prior to this session, the Home Able 
program administrator will have a portfolio of various leisure opportunities in the 
community to be used as a portion of this sessions programming content.   
Session Four 
 The next session will be focused on a collaborative reflection of implemented 
strategies since enrollment in the Home Able program.  In preparation for this session, 
consumers and their respective PCAs will be jointly encouraged to reflect using a 
journaling activity.  The goal of the journal activity will be to document the consumer’s 
lived experiences with occupational engagement in the home and leisure engagement in 
the community.  The content of this journal will be discussed to address any challenges 
experienced and reinforce successes with applying Home Able program concepts of 
occupational engagement in real world experiences.  Additionally, an assessment 
regarding durable medical equipment and adaptive equipment needs will be conducted on 
this session to fulfill any equipment related gaps effecting the consumer’s ability to 
participate in meaningful activities. 
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Session Five 
 This session will be similar in format to Session Four with reflection on lived 
experiences as documented in the journal component, however will be focused on 
community participation.  This reflection and discussion will be focused on the leisure 
aspect of the Home Able program.  The program administrator will discuss successes and 
failures that the homebound consumer experienced with engaging in leisure activity in 
the community.  Additionally, this session can incorporate a community outing with the 
consumer and the consumer to assess return demonstration of compensatory techniques 
and provide contextual strategies, as guided by SLT principles of relevant context. 
Session Six 
 The sixth and final session of the Home Able program includes plan development 
to help promote sustainability of utilization of program concepts.  As a program for 
health promotion, sustainability and extended carryover of utilization of program 
concepts are essential to long range health benefits of a program such as this.  Goal 
setting and self-identified strategies will be implemented and documented to support a 
sustainability plan.   Additionally, session six will serve as a wrap up session to cover any 
further concerns, issues or strategies regarding Home Able program experiences.   
 Overall, the program content is designed in a hierarchal format that grows from 
session to session.  Initial sessions are focused on information gathering and initiation of 
program strategies.  Middle session content progresses to include community-based 
concepts and review of self-reflection exercises.  Final sessions include progression of 
community-based activities and development of a sustainability plan.   
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CHAPTER FOUR – Evaluation Plan 
Introduction 
 The Home Able Program is a proposed caregiver training program in 
Massachusetts.  The design of this proposed program will be to foster increased 
occupational engagement for the homebound disabled population.  This engagement will 
be facilitated by providing structured and individualized education to homebound 
disabled persons and their respective personal care attendants (PCAs) on strategies to 
maximize occupational participation and reduce potential barriers that impede 
participation.  The goal of the Home Able program will be to foster safe occupational 
engagement in meaningful and occupation-based tasks within the home, as well as 
promotion of leisure activity participation outside of the home.  This program will 
promote quality of life, physical health and mental health of a vulnerable sector of the 
population.   
Theoretical Basis 
 The Home Able program’s emphasis on health promotion has an occupation 
based theoretical foundation.  The Model of Human Occupation stresses the therapeutic 
health benefit of engagement in meaningful activities.  This foundational concept behind 
occupational therapy practice stresses occupational engagement and participation in 
meaningful and familiar tasks to address impairment based dysfunction (Kielhofner, 
2009).  This model provides strong influence on the theoretical basis for the Home Able 
program, thus assessment of outcomes related to engagement in meaningful occupations 
and health related quality of life is essential to determine program effectiveness.  
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 The program evaluation, which will be known as the Home Able Delivery 
Evaluation (HADE), will rely on mixed methods data collection.  The purpose of this 
design is to track changes in performance such as ADL independence measures, and 
qualitative data, such as consumer and caregiver perspectives on the methods of program 
delivery and effectiveness. 
Evaluation Plan 
 Throughout the pilot phase of the Home Able program, data will be collected on 
program outcomes and evaluated against the intended goals.  These goals are to promote 
occupational engagement of the homebound consumer with meaningful functional tasks 
in the home and with leisure participation outside in the community.  The program 
evaluation, which will be known as the Home Able Delivery Evaluation (HADE), will 
rely on mixed methods data collection.  The purpose of this design is to track quantitative 
data, such as ADL independence measures, and qualitative data, such as consumer and 
caregiver perspectives on the methods of program delivery and effectiveness. 
Vision 
 The overall vision of the HADE has three main purposes.  First, the HADE will 
be implemented to ensure that the intended outcomes of the program are being delivered 
effectively.  This will be particularly important as the bulk of the program will be based 
on the dynamic between a paid caregiver and a homebound consumer within the 
consumer’s home.  Secondly, the HADE will determine the extent to which improvement 
in functionality, physical and mental health, and quality of life for the homebound 
consumers who are enrolled in the Home Able program. Finally, the HADE will serve as 
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the basis to process information gathered from both consumers and consumers in this 
program to refine strategies to maximize effectiveness.  Ultimately, this program 
evaluation will be implemented to identify the overall health benefits of the Home Able 
program for the homebound population, in order to justify expansion of the program.  It 
will also serve as part of the platform in future efforts to convince legislators to mandate 
occupation-based content into the training requirements for personal care assistants in 
Massachusetts.   
 Process execution and outcome analysis, also known as a formative and 
summative approach, will be the primary goal of data collection in HADE 
implementation.  The formative or process evaluation will be conducted to ensure that 
occupational principles are promoted during Home Able program implementation, and to 
understand consumer perceptions of program delivery.  The summative or outcome 
evaluation will guide data collection and analysis regarding the effectiveness of the Home 
Able program on delivering a positive impact on consumer physical health, mental health 
and perceived quality of life.  Initial launch of the pilot phase of the Home Able program 
and subsequent data collection and analysis during HADE implementation, will be 
conducted by the program director, Michael Salemi, OTR/L in conjunction with key 
stakeholders in the geographical area.  The types of stakeholders identified during 
preliminary program development include a case manager from an elder care agency in 
the Western Massachusetts area, a program director of a regional senior center, and a 
second rehabilitation professional.   
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Logic Model 
 A logic model provides a concise visual representation on the overall scope of the 
Home able program and highlights the key inputs, activities, outputs and objectives of the 
Home Able program. The purpose of the Logic Model is to illustrate the key program 
elements when presenting to stakeholders, legislators or other potential funding 
organizations.    Refer to Figure 4. 
 
 
Figure 4.  Home Able Logic Model 
 
Inputs Problem Activities  Outcomes 
Resources Theory Outputs          
 
 
Program Clients 
• Homebound 
consumers (HC) 
and personal care 
attendants (PCA) in 
Western MA 
• Ultimately, 
legislators able to 
facilitate passage of 
policy mandating OT 
inclusion into PCA 
training 
requirements  
Program Resources 
• Staffing: One OT at 
start up delivering 
program resources 
to HCs and PCAs in 
the community 
• Funding: billable 
time with home care 
services  
• Facility: HC’s 
dwellings and senior 
centers 
• Materials: handouts, 
cell phone and email 
External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and regulations) 
• Current laws do not include mandated content on occupational engagement.  In addition, PCAs and legislators may initially view as an increase in 
cost expenditure due to increased time required for occupations.  Theoretically, occupational engagement will promote public health in the 
homebound community and reduce reliance on health care services, thus decreasing overall health care costs. 
Nature of the 
Problem 
• Becoming an HC with 
provision of PCA 
services not trained 
to promote 
occupational 
engagement reduces 
occupational 
participation and 
quality of life 
 
Program Theory 
• Education on 
occupational 
engagement for 
health promotion will 
encourage HCs & 
prepare PCAs to 
improve participation 
in meaningful 
function in the home 
and in leisure outside 
of the home.   
 
Interventions and 
Activities 
• Environmental 
assessment to identify 
barriers to leaving 
home 
• Mandated training on 
occupational 
engagement at PCA 
program start up  
• Weekly training 
session x 6 weeks on 
health benefits of 
occupational 
engagement  
• HADE program 
evaluation 
 
Short-Term 
Outcomes 
• HCs and 
PCAs start 
adopting 
techniques to 
include HC 
into 
functional 
tasks in 
home 
• HCs identify 
potential 
opportunities 
for leisure 
engagement 
in community 
• Early HADE 
survey 
results from 
PCAs and 
HCs yield 
positive 
feedback 
 
Intermediate 
Outcomes 
• HCs inclusion 
into functional 
and leisure 
activities in 
community 
• PCAs 
competent in 
delivering care 
in alignment 
with Home-
Able 
techniques  
Program Outputs  
• Number of PCAs 
completing pilot 
program – 10  
• Number of HCs 
receiving Home-Able 
trained PCAs – 20  
Long-Term 
Outcomes 
• HCs achieved 
highest level of 
independence 
and regularly 
accessing 
community for 
leisure 
activities with 
PCA support 
• HADE 
outcomes yield 
positive health 
outcomes  
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Evaluability Assessment 
 As part of the HADE rollout, an evaluability assessment will be completed 
to determine the degree to which the program is measurable and ready for initial launch.  
Two separate meetings will be conducted with program stakeholders.  The goal of the 
first meeting will be to provide stakeholders with education and resources on the Home 
Able program.  The second meeting will be for collaboration among stakeholders to 
confirm methods and intended outcomes and to discuss program readiness for pilot 
launch.  The evaluability assessment will be undertaken using a 6 step process as seen on 
Figure 5. (Newcomer, Hatry, & Wholey, 2015).  
 
Figure 5.  6-Step Evaluability Assessment Process 
  
 
 
Stakeholders that participate in the evaluability assessment will include an elder care program case 
manager who has familiarity with the homebound consumers, and a skilled home health care 
practitioner.
Clarification of the program design, which will be achieved through development of the logic model
Exploration of the program reality can be conducted through data collection with program developers 
and data collection on previous and similar program assessment.  
Assess plausibility of the Home Able program through evaluation of a synthesis of information from 
steps 1-3 with goal of identifying how congruent the program input and outputs are to the vision of the 
program.
Identify possible changes that need to occur with program implementation and design.
Create a vision for the focus of future evaluations to ensure long term consistent program efficacy.
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Core Purpose 
While completion of an evaluability assessment is integral to program evaluation, 
the core purpose of the HADE is descriptive and is intended to identify consumer 
perspectives and response to the program.  More specifically, the program evaluation will 
seek to describe the percentage of Home Able program participants that experience 
improved quality of life, occupational engagement, physical health and mental health.   
Quantitative data collection will be utilized to track the dependent variables of health-
related quality of life, ADL independence using the Functional Independence Measure 
(FIM) scoring, and a depression scale in a pre and posttest design.     
Scope of the Evaluation 
The scope of the HADE implementation will include data collection prior to 
program delivery and after 60 days of Home Able program participation.  Surveys will be 
distributed to the homebound consumers as a part of the pilot implementation. The PCAs 
who are targeted for this pilot program typically provide service to 2 homebound 
consumers per day.  Based on this ratio, conducting data collection through survey 
distribution will include at a minimum, 10 PCAs.  Inclusion criteria will include 
classification of homebound status under Medicare guidelines and PCA support services 
previously established through the Mass Health STAVROS program.  Exclusion criteria 
includes presence of progressive diagnosis, hospice consumers, advanced dementia, and 
persons with private pay caregivers.  Surveys will be distributed by way of hand delivery, 
and will be collected using self-addressed stamped envelopes that will be mailed to the 
program director. Recruitment for the study will continue until 20 completed post-
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program surveys have been received. 
Enrollment Criteria 
 
A prescreening process and coordination with the identified stakeholders will help 
to identify homebound consumers that would be optimal candidates for the Home Able 
program (Muramatsu et al., 2018).  A prescreening process will include phone interviews 
with referring stake holders to develop a potential candidate list.  Initial screening criteria 
will include: 
 Male and female age 65 or older  
 Receiving home support services from personal care attendant (PCA) 15 hours 
per week 
 Lives alone 
 Not receiving hospice  
 No current diagnosis of terminal or progressive illness 
 Able to follow three step commands 
 Be able to remain out of bed in sitting position for 60 minutes or longer 
Additionally, the attributes of the PCA involved in providing care to the homebound 
consumer will be considered as part of the program criteria as the PCA is key in the 
delivery of many program concepts.  Attributes considered to be critical for the success 
of support personnel in this type of program  will include (Muramatsu et al., 2018): 
 Age 21 years or older 
 Planned consumer/caregiver relationship for a minimum of 4 months 
 Have high school diploma or equivalent 
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 Express interest in promoting the health of the homebound consumer 
Research Design 
An interrupted time series design will provide a basis to determine the effect of 
the Home Able program on the dependent variable.  The dependent variables for this 
program will be measured using the depression scale rating, self-perceived quality of life, 
and FIM scores of ADL based independence and participation.  Additionally, information 
regarding interest to exit the home for leisure activities, fear of falling, functional 
confidence, and caregiver ratings will be collected.  The analysis of this data prior to and 
again after program participation will illustrate the impact on the homebound consumer 
following participation in the Home Able program.  
The Mini Mental State Examination (MMSE) will help gather data on the 
homebound consumer’s cognitive status, and has a five to fifteen-minute administration 
time.  The Short Form-12 (SF-12) (Ware, Kosinski, & Keller, 1996), which is a brief 
qualify of life assessment, will include gathering data on the consumer’s perceptions on 
their own quality of life and has a three to four-minute administration time.  Finally, the 
Geriatric Depression Scale (GDS) is a well validated and reliable screening tool for this 
population to gather baseline data for mental health, which can be administered in eight 
to ten minutes.  The combination of these four measurement tools into a thirty minute in 
home screening battery will allow Home Able program facilitators to gather valid and 
reliable baseline data.  This battery will be administered in conjunction with a 30-minute 
presentation on the intended outcomes of enrollment in the Home Able program. Total 
in-home time is estimated to be sixty to seventy-five minutes.   
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The program administrator, who will have a background in occupational therapy 
practice and will be a licensed practitioner of occupational therapy in Massachusetts, will 
administer the pre-program and post-program assessment battery. Additionally, this 
individual will collect and analyze survey data.  This is to support the need for 
competency of the individual who administers the Home Able program including data 
collection to ensure fidelity.   
Evaluation Questions 
 There are several evaluation questions that will be considered to build a 
foundation for the HADE and are designed relevant to the needs of the stakeholders.  
Potential homebound consumers may want to know, will this program make my life 
better?  PCAs, may be interested to know, will this make my job easier and will this 
impact my weekly hours and paycheck?  Case manager stakeholders in elder care 
agencies may be concerned with, how will this program impact the health and well-being 
of my homebound consumers?  Medical center directors may ask how will this program 
reduce health care costs for the homebound population?  All of these evaluation 
questions are designed to address the principal interests and concerns of the main 
stakeholders and their perceptions of the Home Able program. 
Data Collection 
 As part of the HADE rollout, data collection for the program evaluation will 
include a survey designed to collect both qualitative and quantitative data. The overall 
goal of the survey will be to gather useable data from consumer stakeholders of the Home 
Able program in order to assess effectiveness of the initial pilot program.  Specifically, 
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the survey will gauge potential improvements in the following outcome areas as 
illustrated in Figure 6: 
 
Figure 6.  Home Able Outcome Areas 
These survey questions will be administered prior to initiation of the Home Able program 
as well as approximately 60 days after the start of the program.  The scoring system will 
be a numerical scale ranging from 0 to 5.  Refer to Appendix A to reference a sample 
copy of the survey. 
 Additionally, two open ended questions regarding consumer’s perspectives of 
program content delivery, effectiveness and possible improvement suggestions will be 
incorporated in the post-program evaluation.  The post-program questions will be as 
follows: 
Create vision for the focus of future evaluation to ensure long term consistent program efficacy.
Self-rated confidence in performing Activities of daily living(ADL) and home management activities 
without physical assistance
Self-rated frequency of feeling depressed
Self-rated fear of falling
Self-rated feeling that health issues impede ADLs, home management and leisure participation
Self-rated likeliness that caregiver fosters participation in ADLs, home management and leisure 
activities.  
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1. What issues do you believe limit your ability to participate in activities that are 
important to you? 
2. Do you feel that participation in the Home Able program has improved your 
physical and mental well being?  If so, why?  
 The distribution plan for survey completion will be to hand deliver paper format 
surveys with a self-addressed stamped envelope to each participant both at introduction 
and orientation to the program, as well as after follow up assessment 60 days after 
enrollment.  Data collection will be complete and ready for analysis once survey and pre-
post assessment is completed on a target number of 20 consumers.   
Data Analysis 
 After pre-and post-program surveys are collected, an analysis of the data will be 
conducted.  Explanatory methods will be implemented to analyze the homebound 
consumer narrative responses regarding the health impact of the Home Able program and 
barriers to self-initiated occupational engagement.    
 Data analysis for the surveys will be performed by comparing the median scores 
of the pre- and post- administrations of the survey. Each scale will be evaluated for 
significance of difference using the non-parametric Wilcoxon signed-rank test for 
hypothesis testing of repeated measurements on a single sample. 
 Parametric statistics will be used to analyze the SF-12, GDS and FIM scores 
depending on the number of surveys returned. If at least 20 responses are received then 
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the normality of the difference between the pre and post tests will be determined in order 
to know whether the paired t-test can be used. If there are less than 20 responses or the 
data show a non-normal distribution, then the Wilcoxon signed-rank test will be used as a 
non-parametric alternative.  
Data Management 
 A data management plan will ensure that all data collected during HADE program 
procedures is structured to maximize integrity.  Surveys will be alphabetized by 
consumer’s last name in a locked file cabinet and the program manager’s office. Once the 
intended amount of surveys is collected, then all surveys will be scanned into a password 
protected cloud drive for ease of access by all HADE program administrators.  Analysis 
of quantitative data will be performed using SPSS.   
Threat to Validity 
 There are several threats to validity that may be considered.  A historical threat 
would be that the participant could experience a fall or onset of illness during the study 
time frame.  Consumer buy-in and personal preferences on occupational engagement 
could also threaten validity.  Further factors that could impact validity include 
fluctuations in staffing, consumer assignment of a previously Home Able program trained 
PCA, environmental barriers that cannot be overcome with occupational strategies, and 
transportation issues.   
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CHAPTER FIVE – Funding Plan 
Introduction 
 In the United States, a population shift is occurring that will further stress the 
current health care system.  The section of the population that is over 65 years of age is 
growing and is designated the baby boomer generation (Arigoni, 2018; Ortman et al., 
2014).  It is a widely accepted assumption of population health that older persons require 
more health care services. Thus, an increase in dependence on the health care system is 
expected as a result of this trend.  Access to services and programs such as the Home 
Able program that promotes health in the aging portion of the population, will be 
necessary to improve public health and reduce the strain on the United States health care 
system.  
 The Home Able program is a health promotion program with a goal of improving 
physical and mental health in the portion of the population that is deemed homebound.  
Criteria for being considered homebound under Medicare guidelines is defined as leaving 
the home requires substantial effort or assistance, and if the limitation is due to an illness 
or injury.  Within this status, many homebound persons are entitled to receive a state 
funded personal care assistant (PCA) to fulfill a functional gap when the homebound 
consumer is unable to independently and safely care for their home and/or personal care 
needs.  The goal of the Home Able program is to modify the dynamic between the 
homebound consumer and the PCA to promote occupational engagement in the aging 
homebound population.   
 In order to implement a pilot phase of the Home Able program, a funding 
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structure has been developed.  An overview of the foundation and rollout of the program 
is provided in this chapter to substantiate the funding structure. The Home Able program 
will provide individualized education based on occupational engagement to both 
homebound consumers and their respective PCAs.  The educational programming will 
come in two phases.   
 The first phase will be a group seminar format for state funded caregivers to 
provide a global orientation on the Home Able program.  This educational content will 
focus on the health benefits of occupational engagement for homebound consumers, the 
impact of promoting occupations on the workload of the PCA, specific techniques to 
promote occupational engagement, and motivational strategies.  The seminar will be 
hosted in a local senior center in close geographical proximity to the residency of the 
consumer.  For the pilot program, the allocation of hall space from the senior center is 
free-of-charge.  During this seminar, a door prize will be used to incentivize PCAs to 
attend the seminar Prior collaboration with care managers that oversee the 
implementation of PCA service delivery will establish that the Home Able program 
group seminar is a mandatory training and attendance is required as part of the PCA’s 
position. During the group seminar, an informational trifold pamphlet will be circulated.  
This can be formatted using a free brochure building website, such as www.canva.com or 
www.lucidpress.com.  Printing services for the informational trifold brochure will be 
utilized, and expenditure for these materials will be approximately $79.99 for 100 count 
printed trifold brochures.  Note that this informational brochure can be distributed during 
the group PCA seminar and during one on one home visits, which would be the second 
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phase of educational content.  This brochure will be distributed as part of the marketing 
initiative to generate referrals from area health care providers and elder care 
organizations.     
All labor budgeting for the Home Able program funding plan is based on average 
occupational therapy pay rates, which average at $40 for non-benefited positions (“How 
Much Can a Occupational Therapist Expect to Get Paid?,” n.d.).  Budget for labor time 
for hosting the group seminar is 2 total labor hours which includes travel time.  Referral 
visits to area providers and community-based program managers are calculated at 1 total 
labor hour, which accounts for time and travel.  Additionally, labor time for marketing 
through email and phone calls can be calculated at 6 referral contacts per labor hour.   
 The second phase of the educational content of the Home Able program 
constitutes the majority of the program delivery.  Once the first phase of PCA orientation 
is completed, in-home introductory visits with perspective homebound consumers will be 
conducted as identified by referral sources.  Home visits will be delivered through a 
home health agency based billable services as a skilled and necessary aspect of skilled 
home care service delivery. As part of skilled home health services, labor, documentation 
and travel costs associated with in-home service delivery would be covered.   
 If independent service delivery using the Home Able program template is desired, 
the following funding structure should be considered for guidance (see Table 5.1).  A 
total of six in home sessions will be conducted by a licensed occupational therapist.  An 
average of one labor hour per in home session multiplied by 6 total sessions would cost 
$240 per client for labor and travel reimbursement at the current $0.58 per mile.  In a 
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suburban setting, travel between 4 to 5 homes can average to approximately 15 miles per 
day.  Occupational therapy daily notes would be entered on the electronic medical record.  
A paper template and progress note for the PCAs to document data collection in the 
consumer’s home will be developed through a printing center would cost approximately 
$1.30 for 100 forms printed.  Materials for outcomes measures would also need to be 
purchased through a printing center and would include envelopes ($18.00), copies of 
paper surveys ($2.60) and postage ($55.00).  Refer to Figure 6 for a cost analysis of 
implementing the Home Able program for a cohort of 20 consumers and 10 PCAs in a 
private or non-Medicare model of skilled home care service reimbursement.   
Dissemination of the Home Able program is a separate aspect of the funding 
structure.  After a successful execution of the pilot phase of the Home Able Program, 
further expansion to additional health care stakeholders and home health professionals 
could be facilitated through regional and national dissemination.  Various avenues can be 
considered to market the Home Able program outside of the Greater Springfield pilot 
program area including writing submissions to professional journals, conference 
presentations, stakeholder proposals, and social media.  Associated costs for 
dissemination of the Home Able program will be considered as a part of the cost 
estimates and funding portfolio.  Details regarding dissemination and associated costs 
will be covered in Chapter 6.   
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Table 5.1.  Independent cost analysis for implementing Home Able Program 
Budget Item Quantity Cost Detail Value Total 
Group Format 
Education Session 2 
Labor  $40 
$120.00 Door Prize  $20 
Facility cost  $0 
Program Delivery In 
Home Session  
(6 session series per 
consumer) 
20 
Labor - $40 per session x 6 
sessions $240 
$5,148.00 Travel - $0.58 per mile x 5 
miles x 6 sessions  $17.40 
Program Delivery 
Materials  
100 Trifold Brochures $0.80 
$80.50 
10 Photocopies for in home progress notes  $0.05 
Program Evaluation 
Materials 
40 Envelopes $0.18 
$34.20 40 Postage  $0.55 
100 Photocopies for surveys and outcome measures $0.05 
Marketing & Referral 
Meeting Material 5 
Labor $40 
$314.50 Travel (based on $0.58 per mile) $2.90 
Refreshments $20 
Total Cost $5,697.20 
 
Potential Funding through Grants 
Based on budgetary projections for implementation of the pilot phase of the Home 
Able program, a funding source will be identified to acquire capital resources.  Base 
projections of a pilot phase roll out of the program are $5,697.20 for a cohort of 20 
consumers and 10 PCAs.  Additionally, based on program structure, the timeline for the 
program rollout would be 10 weeks from initial program launch until completion of 
service delivery.  Allowing for timing fluctuations, projections of a total of four cohorts 
per year is feasible.  This would produce an annual expenditure of $22,788.80.  This 
budget estimate would be used as a projection amount in a grant application process.   
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 The criteria and process for application for a public health grant varies depending 
on the funding agency, type and amount of the grant.  It is often required that applicants 
for a public health grant be established as nonprofit 501 (c)(3) organizations.  In the pilot 
phase, the program administrator for the Home Able program will develop a partnership 
with the home health based Holyoke Visiting Nurses and Hospice Life Care Association, 
who is a nonprofit 501(c)(3) organization.  This partnership would create an opportunity 
to apply for a health promotion grants through the Center for Disease Control and 
Prevention (CDC).  Table 5.2 includes a list of potential grants. 
 One specific CDC grant that a partnership between the Holyoke Visiting Nurses 
and Hospice Life Care Association and Home Able program organizers could qualify for 
is the CDC grant for Health Promotion and Disease Prevention Research Centers: 2019 
Special Interest Project Competitive Supplements (SIPS) (RFA-DP-19-006) (“Search 
Grants | GRANTS.GOV,” n.d.).  This grant would allow access to discretionary funding 
and provide supplemental funding to CDC Prevention Research Centers (PRCs) to 
conduct Special Interest Projects (SIPs) to design, test, evaluate, disseminate, and 
translate effective applied public health prevention research strategies to include 
interventions (i.e. programs, practices, policies, or strategies) and tools developed in real-
world settings to address the leading causes of illness, disability, and death in the United 
States. Research strategies have to align with public health priorities such as aging.  This 
grant has no funding ceiling or floor.  Application for consideration of this grant to 
provide fiscal support to the Home Able Program would request an amount of $22,788.80 
for pilot program funding through a 12-month period.  Note the grant details do not 
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provide a stipulation on the time period that the grant money need to be utilized.  
 For a much larger scale implementation of the Home Able pilot program, a 
discretionary grant offered by the National Institute on Disability, Independent Living 
and Rehabilitation Research can be considered.  The title of this grant is the Disability 
and Rehabilitation Research Projects Program: Community Living and Participation 
(Development) (HHS-2019-ACL-NIDILRR-DPCP-0330) (“Search Grants | 
GRANTS.GOV,” n.d.).  The purpose of this grant is to plan and conduct research, 
demonstration projects, training, and related activities to develop methods, procedures, 
and rehabilitation technology that maximize the full inclusion and integration into 
society, employment, independent living, family support, and economic and social self-
sufficiency of individuals with disabilities.  In order to qualify for consideration, 
applicants must propose a development project that is aimed at improving the community 
living and participation of individuals with disabilities. In carrying out a development 
project under this program, a grantee must use knowledge and understanding gained from 
research to create materials, devices, systems, or methods beneficial to the target 
population, including design and development of prototypes and processes.  This grant, 
with a program funding total of $500,000, would support a multi-year full scale 
implementation of the Home Able program across several communities in Massachusetts 
or similar communities.  With support from such a grant, a large-scale implementation of 
the Home Able program is possible and would produce outcomes that could have a 
national impact on the health promotion of homebound seniors in the United States. 
 Another option for funding support for the Home Able program would be 
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requesting a health and wellness grant from a major retailing company.  Walgreens 
Pharmacy is a national pharmacy store chain with 9,560 locations across North America.  
As part of their presence in the community, Walgreens reports believe in a tradition of 
supporting the health needs of our patients.  As part of this commitment, the company 
offers a grant program which supports organizations seeking funding with a focus on 
improving access to health and wellness in their community (“Walgreens Contribution 
Guidelines,” n.d.).  As a requirement for eligibility, Walgreen’s grant program requires 
that applicants be an organization with 501 (c)(3) nonprofit status.  The partnership 
between the Home Able program and the nonprofit Holyoke Visiting Nurses and Hospice 
Life Care will allow the program to apply for this grant.  The website providing 
information on the Walgreens grant program does not report a timeline stipulation or 
request amount floor or ceiling.  The grant proposal that will be sent to the Walgreens 
grant program will request an amount of $22,788.80 which is the calculated cost for 
expenditure of a 12-month implementation of the Home Able Program.   
 The Blue Cross and Blue Shield foundation offers a program named The Catalyst 
Fund which offers a nonrenewable one time grant with a goal of helping community-
based health care organizations strengthen their capacity to expand access to health care 
in Massachusetts. The ceiling for the grant amount is $5,000.  The timeline for a grant 
offered by the Catalyst Fund is 12 months.  Previous programs that have received this 
grant include programs that are looking to enhance current community-based health care 
practices.  The partnership between the Home Able program and the Holyoke Visiting 
Nurses and Hospice Life Care will serve as an organizational foundation to justify 
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application for this grant.     
 A different format of funding option that does not fall into the realm of grant 
application is crowdsourcing.  The Johnson and Johnson company has a division named 
Johnson and Johnson Innovations.  This division of the company has a crowdsourcing 
program named Quickfire Challenges (“QuickFire Challenges,” n.d.).  This program 
offers periodic initiatives to raise funds to support health-care-based programs.  Although 
there are no current crowdsourcing initiatives currently offered by this program to 
support, a review of closed challenges by the Quickfire challenges shows that previous 
crowdsourcing challenges with this program offer an opportunity to present health care 
innovation proposals to an audience of investors looking to contribute to a developing 
health promotion concept.  Periodic searching on the website could offer future 
opportunity for program funding.  
Table 5.2.  Funding Matrix 
Grant Source Name Amount Requested 
Grant 
Duration 
Center for Disease Control  
and Prevention (CDC)  
Special Interest Project 
Supplement $22,788.80 
No expiration 
of timeframe 
stipulation 
Walgreens Pharmacy Walgreens Pharmacy Grant Program $22,788.80 
No expiration 
of timeframe 
stipulation 
Blue Cross and Blue Shield  
Of Massachusetts The Catalyst Fund  $5,000.00 12 Months  
Johnson and Johnson  
Innovations  
Quickfire  
Challenge $22,788.80 
No expiration 
of timeframe 
stipulation 
National Institute on  
Disability, Independent  
Living & Rehabilitation  
Research 
Disability and Rehabilitation 
Projects Program: 
Community Living and 
Participation 
$500,000.00 
No expiration 
of timeframe 
stipulation 
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Fiscal Projections 
 Cost and revenue projections for the Home Able program will focus on 
sustainability and growth during the first three years. The priority for the initial 12 
months of the Home Able program plan will be to establish a service-based relationship 
with a nonprofit organization to access grant funding.  Next, a marketing plan will be 
required to generate referrals to the Home Able Program, which will be accomplished 
through meeting and outreach to elder care agencies and primary care physicians in the 
area.  Brochures for information distribution, incentives such as refreshments, labor hours 
and travel time will all need to be included in a budget estimate.  After a referral process 
generates a sufficient cohort of homebound consumers and PCAs, program 
implementation will occur including group format training with PCA followed by the 6 in 
home educations sessions as outlined in Chapter 3.  The goal for the Year One projection 
for the Home Able program includes 40 PCAs and 80 homebound consumers to complete 
the educational component and data collection and analysis.  The total projected cost 
estimate for Year One is $22,788.80.   
 Three Year projections for the Home Able program will include program 
expansion to additional geographical markets, research dissemination, and meeting with 
legislators to promote adoption of occupation-based education as a mandate for PCA 
training requirements.  The cost association for Year Three program development will 
increase as the Home Able program expands and program administrators work toward 
these goals.  Travel costs will increase to meet with state legislators regarding 
testimonials for the proposal to mandate occupation-based training into PCA 
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requirements.  Travel costs will also be impacted as marketing efforts expand to other 
health care markets.  Dissemination costs will increase as program administers look 
toward professional conferences as a platform for increasing awareness of the program.   
Conclusion 
 Health care is a business with a need for fiscal sustainability and responsibility. 
However, innovative leaders in health care can access philanthropic fiscal support 
through grants and donations to fuel health promotion programming with a long-range 
goal of supporting the wellbeing of humanity.  With the pilot program launch of the 
Home Able program, funding will be required to support a successful start for program 
implementation to promote physical and mental health in the homebound population.   
 Currently, the homebound population is susceptible to stagnation and further 
physical and mental health decline as withdrawal from meaningful occupations occurs.  
A reduction in required occupation-based mobility transpires due to the presence of a 
caregiver who is embedded in the consumer’s home to assist with functional tasks.  As a 
result, there is an immediate decline in the requirement for the homebound consumer to 
perform tasks such as retrieving mail, taking out trash, performing laundry management 
and retrieving basic items from the environment.  The Home Able program will offer a 
solution to implement new strategies through existing personnel working with the 
homebound consumer to facilitate increased engagement in meaningful functional and 
leisure activities.  This occupational engagement will provide positive health benefits to 
promote improved physical conditioning, mental health, quality of life and reduce the 
homebound consumer’s fear of falling.   
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 In the long range, improving the health of the homebound consumer is projected 
to reduce reliance on the health care system.  The positive health impact of occupational 
engagement is a cornerstone of the foundation of occupational therapy practice.  With the 
Home Able program implementation, improvements in physical and mental health, 
including reduced depression, improved quality of life and improved overall function are 
anticipated to reduce the reliance on basic primary and emergency care interventions as 
the consumer’s health status improves.  This includes a reduction in the number of 
physician appointments and reliance on emergency room evaluations, and as a result, will 
reduce the overall impact of the homebound consumer on the health care dollar.  
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CHAPTER SIX– Dissemination Plan 
 
Introduction 
The Home Able program has been developed and implemented to promote 
awareness of the health benefits of occupational engagement and leisure engagement for 
homebound consumers and their respective PCAs.  The goal of the Home Able program 
is to address the knowledge gap of PCAs and homebound consumers on the importance 
of participating in client centered occupations to improve physical and mental health.  It 
is expected that homebound consumers participating in the Home Able program, with 
facilitation from their respective PCAs, will experience an increased perception of quality 
of life, decreased depression and increased independence in functional task participation, 
such as self-care and home management tasks.   
Dissemination Strategy 
The positive health benefit of the Home Able program for homebound consumers 
will be disseminated to key stakeholders and distinct audiences through a combination of 
presentations and messaging initiatives.  The goals for the Home Able program 
dissemination plan will be to attract other health care professionals to implement the 
program, foster legislative progression toward a mandate that all PCAs be required to 
receive training on the importance of occupational engagement to promote physical and 
mental health. Furthermore, strategic dissemination of the program attributes and goals is 
intended to promote national awareness of the health benefits of the Home Able program 
implementation specifically and occupational engagement in general. 
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Presentations at regional and national professional conferences will be used to 
gain exposure to positive impact of Home Able program implementation.  In 
Massachusetts, the Massachusetts Association for Occupational Therapy (MAOT) has an 
annual conference.  A presentation in short course format would allow for local 
occupational therapy practitioners to learn about the implementation requirements of the 
Home Able program, outcomes achieved, homebound consumer and PCA perspectives 
and barriers encountered during implementation.  The total costs for the MAOT annual 
conference would be a $95.00 presenter fee, $24.00 for 30 count of trifold brochures, and 
there would be no cost for electronic format of presentation in power point format and 
using conference facility hardware to display presentation.  Budget estimates for MAOT 
conference dissemination total $119, which is anticipated for both 2020 and 2021.   
On a national scale, the American Occupational Therapy Association (AOTA) 
hosts an annual conference in various large cities in the United States.  The 2020 AOTA 
national conference will be held in Boston, Massachusetts, which as a 90-minute drive 
from Western Massachusetts where the Home Able program pilot was developed and 
launched.  A presentation at the AOTA conference provides an opportunity for 
dissemination of the principle benefits and program outcomes from the Home Able 
program to a national and potentially international audience.  A short course offering for 
the AOTA national conference would allow for a 90 minutes presentation format.  
Content for the short course on the Home Able program would include theoretical 
grounding, program format, associated research design and findings, case studies, 
potential barriers impacting program implementation and participant testimonies.  Total 
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estimated costs for an AOTA presentation would be presenter registration fee for $451, 
$24.00 for 30 count of trifold brochures, hotel for two nights totaling $400, $30 for travel 
and tolls, and $150 for incidentals.  Total expense for Home Able program dissemination 
at AOTA 2020 in Boston will be $1055.  AOTA Conference dissemination in 2021 in 
San Diego will require air travel at $400.  Total cost for dissemination at AOTA 2021 in 
San Diego will be $1455. 
To reach audiences outside of occupational therapy practice, a presentation will 
also be performed at the National Council on Aging annual conference, which is titled the 
2019 Age+Action Conference. Expected conference attendees include senior center 
directors, community-based organizations, aging services providers, government 
agencies, policymakers, and national and local funding partners.  Presenter fee for the 
Age+Action Conference is $500.  Additionally, expenditure for $24.00 for 30 count of 
trifold brochures is anticipated. Budget for travel includes $400 for hotel for two nights, 
$400 for airfare and $150 for incidentals.  Cost estimates for dissemination at the 
Age+Action conference in Washington, D.C. is anticipated to remain consistent for 2020 
and 2021.  Total estimated cost for Home Able program dissemination at the Age+Action 
Conference is $1474 per year. 
Cost free and low-cost options will also provide opportunity for dissemination of 
the Home Able program including construction of a website, email marketing, social 
media, postings on professional discussion boards and local media coverage.  Acquisition 
of the internet domain name www.homeableprogram.com has been acquired and is 
currently being developed.  Total annual cost for the domain name is $20 and website 
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construction annual costs is $216.  The website will provide links to program details, 
research results, success stories, resources, and strategic interventions based on Home 
Able program concepts.  This website can be used as a resource for program participants, 
potential referral sources, and a link for social media dissemination.    
A marketing and referral focused email and social media platforms are cost free 
tools for program dissemination.  Emails can be sent to local health care providers, elder 
care agency directors, caregiver management agencies, and medical center directors. A 
brief description of the Home Able Program, current research findings, and links to the 
program website would be provided.  Social media platforms, such as YouTube, 
Facebook and Twitter, provide a cost free and large-scale tool to reach specific audiences 
for program dissemination.  One such audience is the Facebook Public group, 
Occupational Therapy Treatment Ideas and Interventions, which has over thirty thousand 
members and offers a platform for occupational therapists from around the world to share 
information and ideas that can impact the profession.  Another Facebook group that 
would be useful in disseminating the Home Able program website and has over twenty- 
five thousand members is OT4OT.  A periodic post including a link to the Home Able 
Program website can be shared to broadcast awareness of the program to occupational 
therapy practitioners world-wide.  A Twitter account for the Home Able program has also 
been established to market the program on the Twitter social media platform.  The name 
for the official Home Able Program twitter account is @HomeAble11.  Additionally, to 
help establish credibility and uniform communication to all stakeholders, an email 
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address has been created for electronic communications for the Home Able program, 
which is homeableprogram@gmail.com. 
 Monthly postings on the AOTA sanctioned CommunOT online forum in the 
Productive Aging and Home and Community Health sections and local media coverage 
may be effective in reaching smaller, focused audiences. Postings would include 
testimonials, success stories, research results and latest program updates.  Local 
television, public radio and newspapers are routinely producing stories related to health 
and wellness and thus, may be interested in the health benefits achieved through the 
Home Away program.  A proposal will be sent to the newsroom at New England Public 
Radio, the Western Massachusetts newspaper The Republican, the Boston Globe, and 
multiple local television affiliates to request coverage of a wellness story on the Home 
Able program and the positive health benefits of program participation.   
 
Table 6.1.  Dissemination Expenses  
Audience Year One (2020) Year Two (2021) Total 
MAOT Conference  $119.00 $119.00 $238.00 
AOTA Conference  $1055.00 $1455.00 $2510.00 
Age+Action Conference $1455.00 $1455.00 $2910.00 
Home Able Program Website  $239.00 $239.00 $478.00 
  
Total $2868.00 $3268.00 $6136.00 
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Dissemination Goals  
The overall goal of the dissemination strategy for the Home Able program will be 
to improve awareness in the public and stakeholders on the positive health impact of 
program implementation and participation.  Short term goals for the Home Able 
Dissemination program over the next 12 months are: 
1. The Home Able program will be successfully implemented and executed in a 
second geographical health care markets in Massachusetts. 
2.  Conference presentation will be completed in 2 state and 2 national conference 
on the Home Able program in short course format. 
Long range goals of the Home Able program over the next 5 years are: 
1. The Home Able program will be successfully implemented and executed in 4 
different geographical health care markets in the United States by health care 
professionals that were made aware of the program through the dissemination 
plan. 
2. High level political figures in Massachusetts adopt a plan to pursue legislative 
changes that mandates occupational engagement training as a mandate for all state 
funded PCAs.   
Target Audiences 
 Primary and secondary audience members have been identified as part of the 
Home Able program dissemination plan.  The primary audience for the dissemination 
plan is area stakeholders such as homebound consumers, PCAs, senior center managers, 
elder care program managers and primary care providers.  These individuals serve as the 
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primary audience for dissemination as they are both the beneficiaries of program 
participation and the primary source for referring homebound consumers and caregivers 
to participate in the Home Able program.  The intent of targeting this primary audience is 
to portray three key messages regarding the rationale and benefit of the Home Able 
program: 
1. Current population trends show that people are getting older, living longer and 
want to be at home (Arigoni, 2018). 
2. Participation in meaningful occupations including functional tasks and leisure 
activities have been proven to maintain and improve health (Hand, Law, & 
McColl, 2011) 
3. PCAs that provide services in the home for homebound consumers can learn to 
promote occupational engagement and thus, improve the physical and mental 
health of those consumers. 
These three key messages are integral for buy-in from this primary audience.  Identifying 
that population trends illustrate the potential for an expanding customer base of 
homebound seniors. Awareness that occupational engagement promotes health illustrates 
that program strategies can improve health and well being for homebound seniors.  
Lastly, recognition that health care workers are currently available to deliver the Home 
Able program, supports the model of service delivery. 
The secondary target audience for dissemination of the Home Able program includes 
key stakeholders and decision makers that can help achieve the long-range goals of the 
program. The primary goal is to create legislation requiring occupation-based training in 
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all state funded caregiver programs.  This secondary audience includes state legislators 
and large medical center chief executive officers.  Legislative and Executive audiences 
will have a larger interest in the fiscal projections and impact of implementing the Home 
Able program.  The overall message is that supporting implementation of the Home Able 
program on a large scale will improve public health for the homebound population and 
reduce health care costs associated with maintaining the health of the homebound 
consumer. For this audience, the three key messages will be: 
1. Homebound consumers rely on health care access for emergency care and 
primary care needs more than their non-homebound counterparts, which is 
increasing health care costs (Qiu et al., 2010) 
2. Implementation of the Home Able program can improve the physical and 
mental health of homebound consumers 
3. Improving the physical and mental health of the homebound consumer can 
reduce cost of care for homebound consumers (Rogers et al., 2016) 
For this secondary audience, the overall theme of the key messages is that supporting 
implementation of the Home Able program on a large scale will improve public health 
for the homebound population and reduce health care costs associated with maintaining 
the health of the homebound consumer.  In a health care market where the dollar is 
shrinking, politicians and large medical center directors are always looking at innovate 
strategies to reduce health care costs.   
 Distinct individuals for primary and secondary audience members have been 
identified to provide a framework for dissemination of the Home Able program.  Refer to 
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Table 6.2. for the Dissemination Matrix.  Primary audience identified for the 
dissemination plan include a senior center director, a chief executive officer (CEO) of a 
community hospital, and elder care agency executive director.   
 South Hadley Council of Aging executive director, Leslie Hennessey, oversees 
operations of the senior center which offers several support services that are vital for 
homebound consumers to age in place in the community.  Services provided by the South 
Hadley Council on Aging for homebound consumers include home delivered meals, fuel 
assistance, support with completing program access paperwork and transportation 
services.  Ancillary staff and volunteers of at the senior center frequently communicate 
with homebound consumers and report to Leslie Hennessey.  Her awareness of the 
population needs and support program dynamics would benefit further implementation 
and dissemination of the Home Able Program.  Support for the Home Able program 
including referrals for potential homebound consumers can be generated directly from the 
senior center.  Additionally, the South Hadley Council on Aging collaborates in a 
partnership with WestMass Elder Care in Holyoke, Massachusetts. 
 WestMass Elder Care executive director, Priscilla Chalmers, oversees operations 
for this elder care support program.  Services provided by this agency include personal 
care attendant services, home delivered meals, management of supportive housing, and 
adult foster care services.  The scope of support services of West Mass Elder Care, as 
with the South Hadley Council on Aging, allows this agency to have a direct line of 
communication with homebound consumers and have awareness of the individual and 
collective needs of the population.  Dissemination of the implementation benefits of the 
  
69
Home Able program and the role of occupational therapy expertise in the program 
delivery will be vital in establishing a continual referral sources for the Home Able 
program. 
 Spiros Hatiras is the director and CEO of Holyoke Medical Center.  Holyoke 
Medical Center is a community hospital offering inpatient acute care, outpatient services, 
and emergency room care.  Successful implementation and sustainability of the Home 
Able program will be reliant on a partnership with this type of medical facility.  Referrals 
for the Home Able program can be generated by primary care physicians, social service 
workers, emergency room staff, and nurses, all of whom operate within Holyoke Medical 
Center.  Additionally, Spiros is a registered physical therapist which aides to a potential 
connection with allied health driven programming.   
 Secondary audience members identified in the dissemination plan for the Home 
Able program will be fundamental in achieving the long-term goals of the program.  
These individuals must be viewed credible and influential in making large scale decisions 
in health care.   
 Democratic State Senator Cindy Friedman is the chair of the Joint Committee of 
Health Care Financing in the Commonwealth of Massachusetts (“Senator Cindy F. 
Friedman,” n.d.).  Senator Friedman has sponsored and co-sponsored several health care 
related bills in Massachusetts since her election to office in Middlesex County in 2017.  
Her record of advocacy for health care related initiatives would make her an excellent 
audience for Home Able Program dissemination and potential proponent of supporting 
long range plans of the program, which include a state mandate that requires occupation- 
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based training for all state funded caregivers.   
Another influential figure that may serve as both a potential stakeholder and 
mentor for the Home Able program to achieve long range legislative goals is Dr. Peter L. 
Slavin, who is the president of Massachusetts General Hospital (“Leadership: 
Massachusetts General Hospital,” n.d.).  Additionally, Dr. Slavin has served as the 
chairman and chief executive officer of the Massachusetts General Physicians 
Organization.  He also currently teaches coursework at Harvard University on health care 
management and health care policy.  As a secondary audience for dissemination of the 
Home Able program, Dr. Slavin can both aid in implementation of the Home Able 
program in a large-scale medical organization and provide guidance with his expertise in 
health care policy. 
The main component to successful dissemination of any innovate health care 
program is to gain support from stakeholders.  To gain support from stakeholders, 
dissemination needs to provide a benefit to the stakeholders.  From a consumer 
perspective, the Home Able program promotes quality of life.  From an administrate 
perspective, this program offers an opportunity to reduce health care expenditure.  From a 
humanitarian perspective, it offers qualify of life and improved wellbeing for a 
vulnerable sector of the population.  The dissemination plan for the Home Able program 
aims to generate referrals for consumers to participate in the program, promote buy-in 
from regional program administrators and health care practitioners, and eventually 
influence legislative changes. 
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Table 6.2.  Dissemination Matrix 
 
Dissemination Goal 
Client 
Referral 
Program 
Expansion 
Legislation 
Progression 
In
tr
ap
ro
fe
ss
io
na
l 
A
ud
ie
nc
e 
AOTA & MAOT 
conference  ♦ ♦  
Home Able Program 
Website  ♦ ♦ ♦ 
Social Media, Forums & 
Media ♦ ♦  
In
te
rp
ro
fe
ss
io
na
l 
A
ud
ie
nc
e 
 
Senior Center & Elder 
Care Agency Directors ♦ ♦ ♦ 
Primary Care Physicians 
♦ ♦  
Community Hospital 
CEO ♦ ♦ ♦ 
Se
co
nd
ar
y 
A
ud
ie
nc
e 
 Legislators 
 ♦ ♦ 
Large Medical Center 
CEO  ♦ ♦ 
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CHAPTER SEVEN – Conclusion 
 The Home Able program is an evidence based and theory driven initiative to 
promote occupational engagement in the homebound population.  This program is 
developed to address a gap in home health care wherein homebound consumers of 
personal care services are experiencing a withdrawal from participation in functional and 
leisure activities of interest.  This gap occurs when a homebound consumer qualifies for 
support services due to an age related or diagnosis related decline in the ability to 
effectively manage their home and perform personal care independently.  In receiving 
these support services by a personal care attendant (PCA) an escalated withdrawal from 
meaningful occupations develops as the PCA, by nature, does not receive training on the 
physical and mental health benefits of including the homebound consumer in completing 
meaningful activities.  In other words, the PCA performs all functional tasks in the home 
and has not been trained to include the homebound consumer into functional and leisure 
activities. Currently, there are varied levels of training requirements for direct care 
workers in Massachusetts depending on if they are a certified nursing assistant, home 
health aides or home maker.  However, with PCAs, they only require a three-hour 
training with no content focused on health promotion. The Home Able program prepares 
the PCA with the knowledge and skills to promote occupation based functional activities 
in the home, and leisure activities in the community.  Additionally, this program provides 
education to the homebound consumer and PCA on compensatory strategies, 
environmental modifications and lifestyle redesign to resume participation in 
occupations.  
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 The intended outcome of the Home Able program is to not only improve the 
health of the homebound population, but to champion legislation to mandate occupation-
based training content for PCAs in home health care.  This program has short-term and 
long-term objectives for health promotion in the homebound community.  The short-term 
objective for the health benefits of participation in the Home Able program will be that 
the educational content and strategies offered with program enrollment will produce 
reductions in the homebound consumer’s fear of falling, as well as improvements in 
mental health and self-perceived quality of life.  These outcomes are grounded in 
occupational-therapy-based foundations that occupational engagement yields positive 
physical and mental health benefits.   
Long-term objectives of the Home Able program are projected to influence policy 
regarding the inclusion of occupation grounded content in mandatory training for PCAs 
in Massachusetts and other states.  Program evaluation and research designed as part of 
implementation of the Home Able program will illustrate the positive outcomes, 
feasibility and cost-effectiveness of program implementation to legislators and policy 
makers.  Awareness by policy makers and legislators of the positive health impact of 
inclusion of occupation-based health promotion in the home bound population may lead 
to a change in state wide policy to include occupation-based content into training 
requirements.   
 Positive outcomes from the Home Able program will illustrate to stakeholders 
that occupation-based content in PCA training with help improve public health and 
reduce health care expenditure.  As homebound consumers engage more in occupations 
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as means to participate in activities that they find meaningful, a result of improved 
physical and mental health is anticipated.   This health improvement will reduce the 
health care funding required for this sector of the population. 
The envisioned change in state policy to mandate inclusion of occupation-based 
content into the training requirements for PCAs creates an opportunity for occupational 
therapy advocacy and utilization.  An occupational therapist can be appointed to 
investigate feasibility and fiscal impact of the proposal of mandated occupation-based 
training.   
In closing, the health care system is continuing to seek opportunity to reduce costs 
and improve health simultaneously as the aging portion of the population continues to 
grow.  The Home Able program offers a solution to achieve both reduction in health care 
expenditure and improvement in public health.  There remains a need for future research 
on occupational engagement in the homebound population across varying demographic 
and geographic populations to determine if expansion and a national implementation of 
the Home Able program would be advantageous.    
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APPENDIX A 
 
 
 
 
Name:_____________________________________________________ 
 
PCA Name:_________________________________________________ 
 
Date:______________________________________________________ 
 
Please circle a number that corresponds with how much you agree with each statement: 
 
1) I can get washed and dressed by myself:  
 
 
2) I can take a shower by myself:  
 
 
 
 
3) I can cook by myself:  
 
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Home Able Program Survey 
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4) I can do the laundry by myself:  
 
 
5) I can clean my home by myself:  
 
 
 
6) I feel like I will fall when I walk by myself:  
 
 
 
7) I feel sad because I need help at home:  
 
 
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
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8) My poor health limits my ability to go out of the house for personal interests:  
 
 
 
9) My caregiver encourages me to be independent:  
 
 
10) Being independent is good for my health:  
 
 
 
11) What issues do you believe limit your ability to participate in activities that are important to 
you? 
 
12) Do you feel that participation in the Home Able program has improved your physical and 
mental well-being?  If so, why? 
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
Circle One 
Number Only
1 - I strongly disagree
2 - I somewhat disagree
3 - I don't agree or disagree
4 - I somewhat agree
5 - I strongly agree
  
78
Executive Summary 
The Home Able Program: 
A Caregiver Training Program to Promote Occupations 
in the Homebound Population 
 
Introduction 
 In the United States, there is a growing population that are considered homebound 
and aging in place (Arigoni, 2018; Ortman et al., 2014).  This sector of the population is 
growing in numbers and subsequently, health care expenditure for this population is 
increasing (Qiu et al., 2010).  The overall cost of home health care in the United States in 
2004 was $43 billion, and it is estimated that this cost will increase significantly to $154 
billion in 2019 (Qiu et al., 2010).  This estimation supports the argument that there is a 
need to reduce expenditure in home health care.  
 One solution that can reduce health care expenditure and promote health 
outcomes for the homebound population is implementation of innovate and evidence-
based health promotion programming.  Research suggests that home based interventions 
for functionally deficits persons can be cost effective in comparison to alternative drug 
and medical therapies (Jutkowitz, Gitlin, Pizzi, Lee, & Dennis, 2012).  For this reason, 
the Home Able program was developed to promote physical and mental health in the 
homebound and simultaneously reduce expenditure for this population.   
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Program Overview 
 The Home Able program is a training protocol for personal care attendants 
(PCAs) who are providing custodial care in a homebound consumer’s private residence.  
Currently, under Medicaid funding programs, PCAs are funded to support community 
dwelling individuals that have difficulty with personal care and home management tasks.  
These support services can be beneficial for the consumer.  However, PCA support 
services can also lead to a phenomenon we are defining as home institutionalization.  
This phenomenon is defined as a progressive dependence on caregivers to complete 
meaningful and functional tasks within the consumer’s home, resulting in a decline in 
overall consumer function.  This conclusion is made as it is known that decreased 
physical activity and mobility results in progressive weakness and functional decline in 
older adults (Kortebein et al., 2008; Zisberg et al., 2011).  Home institutionalization can 
also result in a withdrawal from community-based leisure activities.  As a result of 
gradual decline in the homebound consumer’s ability to independently access the 
community, they will have to rely on caregivers to leave their home and as a result, only 
leave their homes for essential medical management events such as doctor appointments 
or diagnostic testing.  This decline in consumer participation in functional tasks and 
leisure activity participation can lead to overall declines in mental and physical health, as 
the health benefits of maintaining leisure activity participation is known from previous 
research (Kim, Yamada, Heo, & Han, 2014).    
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 The Home Able program is the solution to combat the occurrence of home 
institutionalization.  This educational program will provide the homebound consumer’s 
caregiving network with evidence-based strategies to promote involvement in functional 
activities within the home, as well as to entice the consumer to access the community 
with assistance to participate in leisure activities.  Promoting resumption of these 
meaningful activities will directly result in overall physical and mental health 
improvements in the homebound population, as occupational engagement for health 
promotion is a foundational concept in occupational therapy practice (Kielhofner, 2009; 
OTPF 3rd edition, 2014). 
The Home Able program will complete two main objectives.  First, the program 
will provide an occupational therapist to deliver consumer specific education, within the 
consumer’s home, to identify barriers to and perform education on strategies for 
resuming functional participation with meaningful activities in the home.  Second, the 
occupational therapist will perform assessment and education on techniques to safely exit 
the consumer’s home, as well as identify resources in the community that will be helpful 
in resuming leisure activities.  These resources may include transportation assistance, 
group classes, information on interesting shows, and other ideas that will facilitate and 
entice the consumer to exit their home.   
Research Implications 
Implementation of the Home Able program will result in improvements in the 
homebound consumer’s fear of falling, perceived quality of life and functional 
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independence.  To support this health benefit of Home Able program enrollment, a 
research study has been designed to provide scientific evidence that participation 
improves health.  Prior to participation with the program, homebound consumers will 
complete a survey that provides a numerical score for the consumer’s fear of falling and 
perceived quality of life.  Additionally, an occupational therapist will perform an initial 
assessment to gather information on the consumer’s ability to participate safely with 
functional activities in their home.  After completion of the Home Able program, the 
consumer will receive the same survey and functional evaluation to identify if there has 
been improvement in fear of falling, quality of life and functional independence.  
Context & Project Location 
 
The population that will be serviced by Home Able will be the homebound 
population that are currently receiving personal care assistants provided by subsidized 
health insurance, such as Massachusetts Medicaid.  All consultative consumer 
interactions will be performed either within the consumer’s home, or in the community.  
Home visits will focus on many different details including:  1) environmental assessment 
and modification to improve functional independence, access and safety, 2) consumer 
and caregiver education physical and mental benefits of improving functional 
participation in meaningful activities, 3) consumer and caregiver education on consumer 
specific compensatory techniques that can be used to effectively promote participation in 
meaningful functional activities within the home, and 4) identification of community 
resources to facilitate safe participation in leisure activities outside of the home and in the 
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community.  Consumer interactions outside of the home in the community will rely on 
observation and problem solving for the consumer and the caregiver during participation 
with community-based leisure activities, if applicable.   
Prior to enrollment of the homebound consumer into the Home Able Program, 
PCAs will be identified as potential candidates for Home Able program service delivery 
by their respective governing agency.  Such agencies in Western Massachusetts include 
WestMass Elder care, Greater Springfield Senior Services, and the Stavros Program of 
Western Massachusetts.  These PCAs will be enrolled into a group training session prior 
to service delivery to introduce the concepts and goals of the Home Able program.   
After PCA group training is completed, homebound consumers will be referred to 
enrollment in the Home Able program from several different referral sources, including 
primary care physicians, elder care support programs and local senior centers.  A typical 
episode of service on the Home Able program will be 6 weekly sessions delivered by an 
occupational therapist.  The first consumer interaction will be considered an initial 
assessment, to determine the consumer’s eligibility for the Home Able program, to 
identify meaningful activities that the consumer no longer participates in, to identify 
barriers to successful participation with home based meaningful activities and to provide 
safe strategies to exit the consumer’s home with assistance.  Follow up visits will focus 
on education on strategies and techniques as well as to evaluate effectiveness of 
interventions.   
 
  
83
Project Justification 
 
 The problem that this program addresses is the overall physical and mental health 
decline experienced in the homebound population as a result of withdrawal from 
meaningful functional task participation in the home and community-based leisure 
activities.  This decline in mental and physical health has an impact on frequency of 
access to health care services, as unhealthy individuals require more skilled care from 
physicians and hospitals as compared to healthy counterparts.  Implementation of a 
program such as Home Able, which promotes evidence-based interventions to promote 
overall physical and mental health for the homebound population, will result in less 
frequent access to physician office visits and acute care interventions.  This will directly 
result in a lower health care cost to maintain the health of a homebound individual.   
 For example, a consumer has recently been hospitalized due to exacerbation of 
pulmonary disease.  As a result, in order to support the consumer and ensure that the 
patient can return home safely, the consumer is provided a homemaker or PCA to 
perform house cleaning, laundry management and cooking.  The problem in this support 
system is that the PCA no longer attempts to include the debilitated consumer in the 
stated home making tasks, such as laundry management.  Although this consumer may 
not be able to carry laundry up and down a flight of cellar stairs where their laundry 
appliances are located, they still may be able to safely fold and store laundry once it is 
cleaned.  In this scenario, the consumer still is able to participate in a portion of the 
overall laundry management task.  With this participation, the consumer has resumed 
familiar mobility patterns within their home, participated in physical exertion which 
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promote strength and endurance, and has a sense of accomplishment as he/she was able 
to “do laundry”.    
 In summary, the Home Able program will rely on proven occupational-therapy-
based strategies to promote physical and mental health in the growing homebound 
population.  These strategies will be initially delivered by an occupational therapist and 
then carryover of those client-centered, occupation-based strategies will be delivered by 
the homebound consumer’s assigned PCA.  The strategies are foundations of 
occupational therapy practice and proven by an extensive body of research on to health 
benefits of engagement in meaningful occupations.  The Home Able program will 
operationalize occupation-based strategies to promote health in a sector of the population 
that is in need of health promotion programming.  The homebound population is 
susceptible to progression of chronic illness due to withdrawal from participation in 
functional tasks, and the Home Able program provides a solution.   
  
  
85
FACT SHEET 
 
Michael Salemi, OTR/L April 29th, 2019
I nnovat ion for  t he H omebound 
• Statistics show that the homebound populat ion is growing and 
living longer
• There is a need for innovat ion and progression in providing 
support services for the homebound populat ion
• The Home Able program is a caregiver t raining program 
designed to promote occupat ional engagement in the home 
health sett ing
• Personal care att endants working with homebound persons are 
trained to promote resumption of par ticipat ion in funct ional 
home based tasks and meaningful leisure act ivit ies
• Occupational engagement for homebound persons fost er 
improvements in their  physical and mental health 
• Health promot ion can reduce cost  for providing health care 
needs for the homebound populat ion
homeableprogram.com @homeable11 homeableprogram@gmail.com
A mer ica is Gr owing Older  
Baby Boomers are now turning 
75 years old 
The number of older persons 
will be greater than the number 
of children by 2030 ('Older 
People Projected to 
Outnumber Children", 2018) 
Population sector 65 and older 
to increase to 55 million by 
2020 and 70 million by 2030 
("Baby Boomer Facts 50 + 
Livable Communities and 
Aging in Place", n.d.) 
D isabi l i t y i s I ncr easing 
One half of the United States 
population will have at least 
one chronic disease by 2025 
(The Growing Crisis of Chronic 
Disease in the United States, 
2007) 
H ome H ealt h Gr owt h 
The overall cost of home health 
care in the United States 
continues to increase, with 
costs in 2004 was $43 billion, 
and it is estimated that this cost 
will increase significantly to 
$154 billion in 2019 (Qiu et al., 
2010) 
HOME ABLE  
Prevent Decline   |   Engage in Occupations   |   Life your Life
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Home Able Program Structure 
• Referral sources include primary care physicians, elder care 
agencies and inpat ient care programs.  
• I nit ial group format training for personal care at t endants on the 
benefits of H ome Able program par ticipat ion for homebound 
consumers
• The homebound consumer and personal care att endant together 
will receive six weekly client  centered intervention sessions in the 
consumer's home to identify barriers that impede occupat ional 
engagement and strategies to overcome these barriers
• The program object ive is t o develop sustainable strategies to 
maintain long term part icipat ion in funct ional act ivit ies in the 
home and leisure act ivit ies in the community
homeableprogram.com @homeable11 homeableprogram@gmail.com
I nt er vent ion Examples 
• Identification of environmental 
modifications to improve access 
and safety will improve the 
consumer’s functional mobility in 
their home 
• Develop compensatory techniques 
to include homebound consumer 
participation in functional tasks 
• Increase awareness of 
opportunities for leisure 
participation in the community that 
the consumer can access with 
assistance from a caregiver  
Pr ogr am Evaluat ion 
• Standardized measurement tools 
and survey data will be collected 
prior to program participation and 
after program completion 
• Outcome measures collect data on 
depression, self perceived quality 
of life, fear of falling, and consumer 
perceptions on their 
independence 
• Objective measurements that show  
program enrollment improves 
health will facilitate buy-in from 
referral sources and stakeholders 
T heor et ical  Gr ounding 
• Situated Learning Theory which 
focuses on the impor tance of a 
relevant context and a learner/
teacher apprenticeship model 
• Model of Human Occupation 
supports use of occupational 
engagement to promote health 
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